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THE EDUCATION OF THE PSYCHIATRIST IN MENTAL RETARDATION* 


BY HOWARD W. POTTER, M.D. 


It is estimated that there are about 800,000 mentally retarded 
children of school age in the United States, with intelligence quo- 
tients ranging from 50 to 75 or 80. Out of each year’s 4,000,000 
babies there will be over 100,000 who, by the time they reach school 
age, will fall into this IQ range. The great majority of these re- 
tarded children present neither tangible physical signs of brain 
injury nor histories of the usual causal factors of encephalopathy. 
In only a few, is there any clear-cut evidence of genetically deter- 
mined defect. 

More than four-fifths of the less seriously retarded children are 
cared for in the community and the number in institutions will 
decrease rapidly within a very few years. Regardless of whether 
the intellectual subnormality in this group is of psychogenic origin, 
many are emotionally disturbed and some of their parents and 
siblings are more so. 

Psychiatrists have an inescapable responsibility to bring the 
skills and concepts of adaptational psychodynamies to the mentally 
subnormal. The psychiatrist does not have to be a specialist in this 
field; but, on the other hand his competence in the psychotherapy, 
counseling and guidance of the mentally retarded and his family 
depends upon his professional sophistication concerning the men- 
tally subnormal. 

If there is any virtue in history as having established prece- 
dents, then perhaps it is of no little significance that mental sub- 
normality came to be recognized in 1800 through the work of Dr. 
Jean Mare Gaspard Itard, with Victor, the “Savage of Aveyron.” 
Itard’s description of his work in his monograph, De ?Education 
Vun Homme Sauvage, published in 1801, was the first scientific 
publication in this field. A thoughtful reading of Itard’s mono- 
graph convinees one that he recognized the significance of motiva- 
tion, needs and transference in his therapeutic work with Victor. 
Much of his effort, too, was directed toward fostering ego develop- 
ment and the strengthening of ego controls through the use of 

From the Graduate Training Division for Mental Deficiency, Research Foundation 
tor Mental Hygiene, Letchworth Village Branch, Letchworth Village, Thiells, N. Y. 


Read at the upstate interhospital conference of the New York State Department of 
Mental Hygiene, Syracuse, April 16, 1958. 
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transference. Itard’s monograph might well be called the first pub- 
lished report on relationship psychotherapy. Itard was a devoted 
pupil of the famous Philippe Pinel, physician in chief at the 
Bicétre and was a follower of De Condillae, who was an adherent 
of Locke’s concept of the mind as a “tabula rasa.” 

To demonstrate that even a severely mentally retarded subject 
such as Victor, was responsive to psychotherapeutic efforts and to 
physiological education, was a momentous achievement that served 
to arouse scientific interest and that marked the beginning of all 
future developments in the study of mental retardation. 

Itard inspired one of his own pupils, Edouard Seguin, who be- 
came the first great leader in the field of mental subnormality. 
Seguin, also a student of Esquirol, a famous psychiatrist, came to 
he known as the “Apostle of the Idiots.” In 1837, he founded in 
Paris the first school for the education of idiots. His book, The 
Moral Treatment, Hygiene and Education of Idiots and Other 
Backward Children, published in 1846, is a landmark in the litera- 
ture on mental deficiency. Seguin also played a significant role in 
the early developments in the care and treatment of the mentally 
retarded in this country. For political reasons, he came to Amer- 
ica (Boston) in 1850 and remained here until his death in 1880. 

One should not omit mention of Dr. Samuel G. Howe, the super- 
intendent of the first institution for mental defectives in this 
country. It was in South Boston. Dr. Howe’s wife was Julia Ward 
Howe. Among Dr. Howe's many achievements, was the successful 
instruction of the blind deaf mute, Laura Bridgeman. 

Of historical significance, was the founding of the Association of 
Medieal Officers of American Institutions for Idiots and Feeble- 
minded Persons on June 7, 1876. Its charter members, all of them 
physicians, like the charter members of the American Psychiatrie 
Association, were giants in the field of mental deficiency of those 
times—Kdouard Seguin, H. B. Wilbur, G. A. Doren, Isaac N. 
Kerlin, H. M. Knight, C. T. Wilbur, George Brown and Joseph 


Parrish. These physicians, and others of their period, were ded- 


icated to the proposition that through psychotherapy and eduea- 
tion of the mind, the mentally retarded could be substantially im- 
proved and habilitated. 

It was, indeed, the dawning of a dark era when this hope of ame 
horation and habilitation of the mentally retarded was replaced 
by the doom and gloom of the myth of the constant IQ. “The men- 
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ace of the feebleminded” became the watchword, the “eugenic 
alarm” was sounded, and custodial care for life became the guid- 
ing principle of institutional operation. Even in these enlightened 
times of the half-way mark of the twentieth century, the attitudes 
of many, many physicians, including psychiatrists, about the men- 
tally retarded are dominated by these early twentieth century con- 
cepts. 

A milestone of particular significance to dynamic psychiatry 
was the publication in 1930 of L. Pierce Clark’s monograph, The 
Nature and Treatment of Amentia. Mental defectives and mental 
retardates then, as well as now, were commonly regarded as inap- 
propriate subjects for psychodynamic study and psychotherapeu- 
tic exploitation; hence Clark’s thesis fell on not only deaf, but 
hostile, ears, Since it was soon relegated to the unreachable top 
shelf of the library where today it still continues to gather dust, a 
few excerpts from it are in order. 

“If we say that mental deficiency consists of some failure in the 
process of acquiring, absorbing and using knowledge for an adap- 
tive mastery of reality, what are the specific defects which are be- 
hind this failure? Brain lesions or defects, a pathological varia 


been 


tion in the germ cell, arrested neuron development, ete., have 
indicated as the basis for a mental arrest. None of these, however, 
can indicate just how the fundamental cause leads to the difficulties 
which the ament is seen to have nor do they contain possibilities 
for understanding the individual in such a way as to help him in 
his problem of getting along in the world.” Clark then advances 
this proposition: “There is found in all mental defectives a weak 
ego structure in association with an impounding of libido within 
the personality and an inbinding of primary narcissism, thus limit 
ing the psychic energy available for object relationships which in 


turn dilutes the motivation for learning or acquisition.” 


The present writer—a few vears before Clark’s monograph 
appeared— published an article in the cLmerican Journal of Psy 
chiatry in 1927 in which it was indicated that in some cases of men 
tal subnormality there is such overwhelming narcissism as to 
block the outflow of that part of the libido that is essential to in 
tellectual development and function. This was as novel an idea 
then as it is today. There are many studies reported by pediatri 
cians, psychologists and child psychiatrists, showing that the in 
fant’s development may be affected physically, intellectually, emo 
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tionally and socially by maternal deprivation. Among the inves- 
tigators in this area, are Bakwin, Ribble, Spitz and Wolf, Gesell 
and Amatruda, Brodbeck and Irwin, Rheingold and Levy, Gold- 
farb and Simonsen. 

In brief then, ever since 1800, there have been studies reported 
from time to time which directly or indirectly concern the prob- 
lem of adaptational psychodynamies in the mentally subnormal or 
raise the question of psychogenic factors as determinants of in- 
telligence deficits. The mental retardate is a particularly suit- 
able subject for the exploration of ego development, structure 
and function and its interrelationships with the organization and 
operation of the intellect. 

Brain pathology and inborn errors of metabolism are, predom- 
inantly, the basic factors in this country’s 200,000 mental retar- 
dates who are the most severely handicapped. The diagnosis, case 
Inanagement and prevention of these conditions are primarily the 
responsibility of the obstetrician, the pediatrician and the family 
physician. Although most of the persons with these conditions are 
severely damaged in intellectual capacities, some of them closely 
approach the normal, and present reactive personality problems. 
Certainly, parents and other close relatives of these patients are 
not infrequently in such states of conflict and confusion that they 
require the skills of modern psychiatric techniques. Information 
also is at hand today which will lead to the effective medical treat- 
ment of some of these conditions, and upon which appropriate 
measures for prevention may be based. 

Not so many years ago, the psychiatrist easily evaded his re- 
sponsibility for acquiring a reasonable sophistication about mental 
retardation by steering a course which would avoid a professional 
career in an institution for the mentally subnormal. Time and cir- 
cumstances, however, have brought about a significant drift from 
institutional care to community care of these patients. Psychia- 


trists, as well as pediatricians, can no longer escape their respon- 


sibilities in this area of mental, physical and social pathology. 
In an endeavor to provide a brief but intensive orientation and 

learning experience for psychiatrists, a series of graduate courses 

in mental deficiency and mental retardation have been inaugurated 





HOWARD W. POTTER, M.D. 447 


at Letchworth Village, Thiells, N. Y., a state school for mental 
defectives. The course, directed by an emeritus professor of psy- 
chiatry, is sponsored by the New York State Department of Mental 
Hygiene and supported by a grant to the Research Foundation for 
Mental Hygiene from the National Institute of Mental Health. 
The grant provides honoraria for visiting teachers and for cer- 
tain expenses incurred by psychiatric residents coming to Letch- 
worth Village to take the course. Meals and lodging are provided 
at the institution for those taking the course, which extends over 
three weeks. 

Lecture seminars, lecture demonstrations and the study of as- 
signed cases, supported by case seminars, constitute the backbone 
of the course. The case seminars give particular emphasis to 
adaptational psychodynamies. The lecture demonstrations focus 
on cases of congenital errors of metabolism and encephalopathy 
with the demonstration of related gross and histologie morbid 
neuroanatomy. Lecture seminars cover a range of topics from 
human genetics, and neural, behavioral, intellectual, emotional and 
social growth and development, through clinical classification and 
differential diagnosis—utilizing the various psychological, psychi- 
atric, neurological and biochemical examination modalities—to 
demography and patterns of care, training, education and habili- 
tation in the institution and the community. Ten or a dozen visit- 
ing teachers, prominent in their respective areas of professional 
endeavor, in addition to the Institution’s research staff, spend a 
day each at the Institution to give lectures and conduet seminars. 


In closing this discussion, the writer is reminded of a paper he 
read at the eighty-second annual meeting of the American Psy- 
chiatric Association in 1926, in which he depicted mental retarda 
tion as the rejected child of psychiatry which, in those days, was 


the Cinderella of medicine. During the 32 years since, psychiatry 
has achieved respectability and, for several years past, has had a 
hard-earned but well-deserved seat at the council table of the 
medical faculties. To psychiatry’s discredit, however, her rejected 
child, mental retardation, has become her own Cinderella. 

The leaders in psychiatric education have an inescapable respon- 
sibility to see to it that the psychiatrists of tomorrow have an 
opportunity to attain some effective level of scientific and clinical 
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sophistication about patients handicapped by deficits of intelt 


livence, 


Research Foundation for Mental Hygiene, Ine. 
Graduate Training Division in Mental Deficiency 
Letchworth Village Branch 

Thiells, N. Y. 
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PROMAZINE IN MENTAL DEFICIENCY* 


BY HANS BENDA, M.D. 


In the past, physicians have considered the treatment of mental 
defectives more or less unrewarding. As Vail' noted recently, 
“The usual attitude of therapists to mentally retarded patients is 
that they do not respond to treatment, and that they offer no sub- 
stantial psychodynamic challenge.” And Stubblebine,’ in an article 
on group psychotherapy, states: “The fact that so little is written 
about this form of psychotherapy with the mentally deficient could 
mean that mental health workers are even more slow to deal with 
these challenging patients than the patient is to respond to treat 
ment. A corollary of this would seem to be that there is a great 
need for improved methods and knowledge in this field.” 

It is Vail’s belief? that “the mental defective can be ... brought 
along to a more comfortable, unperplexed, and productive way of 
life.” At Wassaie (N.Y.) State School, there is agreement with 
Vail’s opinion. In the treatment of Wassaic patients, studies of 
several ataractic drugs have been undertaken. In an institution 
such as this, chemotherapeutic agents offer the possibility, not 
only of helping individual patients, but of improving the climate 
of the wards and classrooms so that other forms of therapy will 
be possible. 

A year ago, M. Zirnis of Wassaic (N.Y.) State School reported 


her experience with chlorpromazine.’ This paper reports experi- 
ence with promazine (Sparine**). Promazine hydrochloride is a 
phenothiazine derivative that does not contain the chloride ion 
found in chlorpromazine. 


Stupy Puan . 

The subjects selected for this study were male in-patients at 
Wassaie (N.Y.) State School. They were divided by intelligence 
levels, into three groups: 

Group I1—46 patients, aged eight to 14 years, with IQ’s of 50 
to 80. 

Group II—17 patients, aged eight to 14 vears, with IQ’s of 20 
to 49. 

*From Wassaic State School, Wassaic, N. Y. This paper was presented at the Down 
state Interhospital Conference of the New York State Department of Mental Hygiene 
at the Psychiatric Institute, New York City, April 30, 1957. 


**Sparine is the trade name of promazine hydrochloride as manufactured by Wyeth. 
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Group ITI—13 patients, aged 25 to 50 years, with IQ’s of 13 
to 49. 
Characteristics of Groups 

All the patients in Group I—the higher-grade younger patients 

attended the Wassaic academic classes. Their behavior was im- 
pulsive, disobedient, aggressive, and assaultive. They were un-co- 
operative and willfully “mean” and destructive. Most of them had 
a history of delinquency before admission to Wassaic, and could 
be described as suffering from severe behavior disorders. There 
was one diagnosis of mental deficiency due to epilepsy and one 
of mental deficiency due to birth trauma; the rest were diagnosed 
as mental deficiencies of either the undifferentiated or the familial 
type. 

About 80 per cent of this group had previously been treated 
with chlorpromazine with no appreciable improvement. 

The patients in Group Il—the lower-grade younger patients— 
were hyperactive, destructive, and excited. There were four cases 
of mongolism; the others were diagnosed as undifferentiated or 
familial types of mental deficiency. 

The patients in Group I]I—all older and severely retarded pa- 
tients—either were hyperactive and destructive or were emotion- 
ally disturbed and had episodes of excitement. The diagnoses were 
one case of mongolism, two of familial mental deficiency, one of 
mental deficiency due to birth trauma, and the rest mental defi- 
ciencies of the undifferentiated type. 


Response Ratings 

In rating the responses of these patients to drug therapy, direct 
clinical observation proved to be the best method. The patients 
studied were so different in capacity and behavior patterns that 
no general objective criteria could be established. All were care- 
fully observed by the physicians and therapists working with them, 
and each was rated according to his individual progress. 

Evaluation was undertaken in the cases of patients attending 
classes on the basis of the patient’s academic work, his behavior, 
and his attentiveness in class, as well as his ability to get along 
with his peers. Also rated, was any improvement in the patient’s 
hyperactivity and any lessening in willful destructiveness, aggres- 
siveness, and assaultiveness. The patient’s personal habits formed 
another criterion for evaluation. 
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The response of each patient was rated as “marked,” “moder- 


ate,” “slight,” or “no improvement.” 


THERAPY 

The study was conducted over a 10-month period, beginning in 
August 1956. The patients were started on promazine, 50 mg., 
t.i.d.; those who failed to respond were given larger doses, up to 
a maximum of 200 mg., t.i.d. No other ataractic drugs were given 
during the course of the study. 

Promazine was given orally in tablet form until the last month 
of the experiment, at which time 10 boys were tried on a liquid 
concentrate (30 mg. per ee.) with good results. (With mental de- 
fectives, it is generally better to give medication in liquid than in 
tablet form because the liquid cannot be stored in the mouth or 
regurgitated as easily as tablets.) There were no complaints about 
the taste; the boys took the liquid medication and followed it with 
a glass of water. 

During the period of the study, the usual school routine (psycho- 
therapy, play therapy, work therapy, and classroom study) was 
continued. 


Results of promazine administration. 











GROUP I GROUP II GROUP IIL | 
IQ — 50-80 IQ — 20-49 IQ — 13-49 
No. Per cent No. Per cent No. Per cent 


Marked improvement 16 34.8 5.9 0 
Moderate improvement 25 54.3 47.0 : 23.0 
Slight improvement 3 6.5 29.4 46.2 
No improvement 2 4.4 17.6 30.8 


Totals 46 100.0 at 100.0 13 


100.0 











It will be seen from the table that the greatest improvement 
was exhibited in Group I—the higher-grade younger patients aged 
eight to 14; and the least improvement in Group ITI— the older 
patients (aged 25 to 50), all with low IQ’s. 

It is probably to be expected that older, seriously defective 
patients will be less responsive than others to drug therapy or 
indeed to any form of therapy. Actual brain damage or bad be- 
havior patterns of many years standing make accessibility to treat- 
ment difficult, if not impossible. 

It is heartening that the Group I patients responded so well, 
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for these are the patients that can potentially be restored to so- 
ciety as free, productive members. 


Seven months after the beginning of promazine therapy, the 
medication was withdrawn for a week from the patients in Group 
Il, to observe their reactions. Most of them at once regressed 
to their previous uninhibited behavior. A similar experiment was 
later tried with the patients in Group I. The classroom teacher 
asked that the medication be suspended for three days so that the 
boys might take their annual achievement tests without the in- 
fluence of drugs. As soon as the promazine was stopped, the boys 
suffered a reversal in behavior, and returned to their previous 
habits of disobedience, aggressiveness, assaultiveness, and ‘“mean- 
ness.” They were, however, sufficiently controlled in the class- 
room so that they could take the achievement tests. 

One patient in Group III (J. D., described in the following) im- 
proved so much in nine months that the promazine was discon- 
tinued, with no regression in behavior. 

During the study, the only side effect observed was occasional 
drowsiness, which was easily counteracted with low doses of 
methyl-phenidylacetate hydrochloride. There was no fall in blood 
pressure, no tachyeardia, no parkinsonism, no jaundice, and no 
dermatitis. 

Case Histories 

Descriptions of a few individual patients illustrate the kind of 

improvement that was effected by promazine. 


Case 1 (Group 1) 


60. His diagnosis was: mental deficiency, undifferentiated (moron). 

Before admission, he had started school at five, but could not get along 
in the regular class, and was put in a special one. His behavior was not 
extremely bad until after the death of his grandmother, with whom he 
had spent much of his time and who had been devoted to him. He then 
began to light fires and turn on the gas jets, and could not be left alone. 

At Wassaic, he used filthy language to the staff and the other patients, 
and kicked and struck them; he refused to talk to the physicians; he 
wet and soiled himself. 

He was placed on promazine in August 1956. By October, he had not 
changed much for the better; but during December and January, he im- 
proved greatly. He no longer used filthy language, was much less aggres- 
sive toward people, and wet only occasionally. He still refused to talk 
to the physicians, but he was on the whole much easier to handle. 
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Case 2 (Group IT) 

F. A., born in 1945, was admitted in 1951, with an 1Q of 54, which 
dropped to 44 on subsequent examinations. His diagnosis was: mental 
deficiency, mongolism. 

Prior to admission, he was cared for by his mother, but she found this 


duty exhausting, because he needed constant supervision, and she had 


other children to attend to. At Wassaic, he was very noisy and hyperac- 
tive; he climbed all over the furniture, pushed and shoved the other pa- 
tients, and wet and soiled himself. 

He was placed on promazine in August, 1956 (50 mg., t.i.d.), and im- 
proved steadily. At present, he is not noisy, is much less active, and does 
not climb over the furniture; he is no longer aggressive, and gets along 
much better with other people; he wets and soils only occasionally. 


Case 3 (Group III) 

J. D. was born in 1921. Admitted 1931, with an IQ of 13, his diagnosis 
was: mental deficiency, undifferentiated. 

This patient was assaultive and aggressive almost constantly ; 
stroyed his clothing and continually bit and scratched himself. 1 
mute, with utterance limited to unintelligible noises. 

He was put on 50 mg. of promazine, t.i.d. After only two weeks of treat- 
ment, it was seen that he was much quieter. After nine months, he had 
improved so much that therapy was discontinued. 

He no longer bites and scratches himself, he is not destructive, and 
he gets along well with other people. 


Case 4 (Group IIT) 

G. C. was born in 1934, and admitted in 1949, with an IQ of 11. He 
was diagnosed mental deficiency, undifferentiated (idiot). 

At home, before his admission to Wassaic, he was extremely active. He 
moved the furniture around. He had to be locked in the house. It was 
almost impossible to handle him in the presence of visitors. He would climb 
over chairs, pound at random on the piano, and interrupt all conversa 
tions. 

At Wassaic, he would run around the ward constantly and aimlessly ; 
he would slap other patients and throw chairs about. He destroved his 
clothing and shoes, and was so restless that he would polish the floor for 
hours at a time. 

He was given chlorpromazine trom April to August 1956. Since he 
showed no improvement, the medication was changed to promazine (first 
50 and later 100 mg., t.i.d.). Since the change, he has calmed down con- 
siderably. He is no longer aggressive, and does not destroy his clothing 
or throw the furniture about. Although he is still restless, he moves 
around much more quietly, and is much easier to handle. 
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Discussion 

In these experiments, promazine has proved to be an effective 
drug for the treatment of mentally defective patients. It has given 
good results, both with severely retarded children who are hyper- 
active and excited and with higher-grade defectives (morons) 
who suffer from severe disturbances of behavior. It has also given 
favorable results with a small group of severely retarded older 
patients who are hyperactive and excited. 

The majority of these patients had been previously treated with 
chlorpromazine without appreciable benefit. For this reason, their 
improvement on promazine is the more impressive. 

The greatest improvement occurred in the more intelligent 
group of boys. Although they regressed to bad behavior when the 
drug was temporarily discontinued, it is possible that permanent 
improvement may be effected with some children. Calming them 
and relieving their anxieties make them more accessible to other 
forms of therapy, and reniove some of the hindrances to their 
natural development, both physical and psychological. Bender 
and Nichtern,’ of Bellevue Hospital, state: 

“The anxious and impulsive child becomes more disorganized 

by his own lack of controls and resulting failures in performance. 
... His aptitudes may be disrupted and few satisfactory relation- 
ships established. His symptomatology may also frequently in- 
corporate deviations of biologic and psychologic maturation. 
At the same time the disturbed child must also be viewed as a 
growing organism constantly evolving into more complex stages 
of development and integration. Any alteration of one stage re- 
sults in marked changes in the next. 

“If a drug can be found to alter favorably any existing dis- 
organizing process, the child may begin to enjoy more positive 
experiences. By relieving anxiety, helping control impulsivity, 
or decreasing excessive motor activity, some of these newer drugs 
appear to aid the disturbed child toward better living.” 

The only side effect noted in these studies was drowsiness in a 
few cases. This was counteracted with a mild psychomotor stim- 
ulant. From the experience at Wassaic, and from the data avail- 
able in the literature, it appears that promazine is much freer 
from side effects than some of the other ataractic drugs. The 
writer’s observations agree with those of other investigations® 
as to the absence of jaundice or extrapyramidal change. 
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There are many reports of side effects from other tranquilizing 
agents. For instance, the specific cause of jaundice following the 
administration of chlorpromazine is not yet known, and the size 
of the dose seems to bear no relation to the onset of the jaundice.° 
Parkinsonism is a danger with reserpine.’ 

The apparent absence of side effects makes promazine particu- 
larly useful in the treatment of out-patients who cannot be closely 
watched. The physician may well consider it in the treatment of 
mental defectives, both inside and outside institutions. In border- 
line cases, this form of therapy may make institutional care un- 
necessary. Combined with the new services of foster homes and 
special classes, it may help many defectives to live freely in so- 
ciety, and so be healthier and happier. To quote Vail,’ “a mentally 
defective in-patient, although no less intelligent than his fellow in 
the community, is almost bound to be more ill psychiatrically... 
He is, regardless of his age, ...a failure.” 

The writer feels that chemopsychotherapeutie drugs, and par- 
ticularly promazine, may be employed to correct some of these 
failures. 

SUMMARY 


Promazine was given over a 10-month period to 76 patients. It 
produced marked or moderate improvement in 53 patients. It was 
effective with patients in an age range from eight to 50 years, and 
an IQ range from 13 to 80. The only side effect observed was oc- 
casional drowsiness, which was easily counteracted. 


Wassaie State School 
Wassaic, N. Y. 
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COMMUNICATION NETWORKS IN FREUD'S INTERVIEW TECHNIQUE* 


BY JOSEPH JAFFE, M.D. 


Freud’s innovations in the technique of the psychiatric inter- 
view have long been a controversial subject. Perhaps, amidst the 
factionalism, the actual phenomena have been insufficiently inves- 
tigated. This paper will examine certain aspects of his psychoan- 
alytic technique in the light of recent conceptions of interpersonal 
transactions. Experience of the last 50 years has demonstrated 
that Freud’s method elicits thoughts and emotions that are out of 
awareness. [lis modifications in interview procedure appear to be 
an important factor in achieving this result. Specific technical 
maneuvers facilitate the transmission of information that was 
relatively unobtainable by previous methods. This paper will not 
he concerned with the meaning of such information or the thera- 
peutic use thereof, but rather with an understanding of the com- 
munication process itself, 

The formulation of communication networks by Ruesch and 
Bateson’ constitutes the present frame of reference. In addition, 
concepts such as commitment and anonymity have been introduced 
here, and will first be defined in terms of this framework. They will 
then be applied to a discussion of Freud’s technique. Ruesch and 
Bateson describe several categories of interpersonal systems which 
are particularly pertinent. 


SyMMETRICAL Two-PERSON NETWORKS 

A discussion between two adult individuals is a symmetrical 
system since both parties are similarly equipped with receivers, 
transmitters, and communication centers which enable them to re- 
tain and evaluate information. Both participants are free to send 
and receive messages, so immediate recognition and correction of 
distortions is possible. The opportunity for instantaneous, ac- 
curate understanding is thus maximized. In an ideal example of 
such a symmetrical situation the process is as follows: A. sends a 
message to L., and observes B.’s behavioral response to determine 
whether the meaning received is the same as that intended. If it 
becomes apparent that the message has not been understood, A. 
corrects until B.'s response indicates that the meaning has been 


This study was carried out with the aid of a grant from the Henry Kaufmann 
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successtully conveyed. Thus, A. uses his perception of B. for on- 
going self-correction. One can say that B.’s response is “fed back” 
to modify A.’s next communication. A simple example might read: 

A. Give me that (pointing to a table top near B.). 

Bb. Give you what? (There are many objects on the table). 

A. Giverme the pencil. 

B. Which pencil? (There are pencils of several colors). 

A. It doesn’t matter, any pencil. 

B. (Gives A. one of the pencils.) 

Note how each message is organized by past messages, and in 
turn organizes future ones. The system is characterized by inter- 
action, mutual influence, and by the two-way or circular flow of 
information. There is no anonymity, for the participants can trace 
each message from its origin to its destination. Both parties are 
identified as to time, place and name, and the transmission of a 
message is closely connected, in space and time, to its effeet. In 
a network with such characteristics, it is difficult to avoid account- 
ability for having sent or received a message. Response can be 
immediate, and one is bound to acknowledge the other party. Vol- 
untary participation in this intimate system implies readiness to 
accept immediate answers. This condition of being answerable 
is an important determinant of the messages selected for trans- 
mission, and will be amplified later. For notation purposes this 
network may be represented as a complete circle, with participants 
A. and BG. both identified as to name, place and time (Figure 1). 


ASYMMETRICAL “Group-INpDIVIDUAL” NETWORKS 

Networks involving a group and an individual are asymmet- 
rical, For instance, in a nation-wide radio address, the message 
diverges from an identified center while the receiver is anonymous. 
Although the listener participates in the communication network, 
there is neither opportunity nor requirement for direct, immediate 
reply. He is, therefore, uncommitted to interaction with a speaker, 
Conversely, when the speaker receives reports of the response to 
his address, it may be in the statistical form of a publie opinion 
poll. He is unable to evaluate the component messages or to give 
individual replies to his respondents. Here the messages converge 
to an identified center, while the sources are anonymous. In both 
cases the potentially circular process is interrupted and the flow 
of information is one-way. Absence of reciprocity places the group 
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member in a position of lesser commitment and decreased indi- 
vidual responsibility. For notation purposes this group-individual 
network will be represented by an incomplete or broken circle with 
one participant poorly defined or multiple (Figure 2). Group re- 
sponse is blocked in divergent messages, while the individual’s re- 
sponse is blocked in convergent patterns. Ruesch and Bateson in- 
clude a third type of network, that of “group-group,” but this is 
peripheral to the present discussion. 


ASYMMETRY IN Two-PEerson NETWORKS 
Now that the symmetrical interpersonal situation has been de- 
scribed, and contrasted with asymmetrical networks involving indi- 
vidual-group communication, the question of asymmetry in “two- 
groups” will be considered. The classical analytic technique is an 
instance of an asymmetrical two-group, but some common ex- 
amples will be used first to demonstrate its characteristics. 





FIGURE i. 





JOSEPH JAFFE, M.D. 459 





CONVERGENT 





DIVERGENT 


GROUP 

X 
GROUP 
FIGURE 2. 











‘ 
eee. 8 


SPE AKER 
SPEAKER 




















Compared to adults in the environment, children possess in- 
ferior equipment for the transmission, reception, retention and 
evaluation of information. Thus Ruesch and Bateson point out 
that a child is born into an asymmetrical interpersonal situation. 
Kxtending their formulation, one may say that an adult’s message 
has a different meaning when received by a child than when re- 
ceived by another adult. For this reason, some adults experience 
areas of communication with children that they find impossible 
with their peers. Analysis demonstrates that the anticipated re- 
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sponse of the child, differing from the anticipated adult response, 
facilitates commitment to the interaction. The only feeling in 


awareness may be, “I feel more comfortable, or less inhibited with 
children,” but further investigation reveals the expectation that 


the child will not disapprove, or ridicule, or reject, or respond 
sexually, and so on. The same phenomenon may occur when the 
child is replaced by an animal, or by a person who is intoxicated, 
or is from another culture, or is incapacitated, or is in a lower 
social status. The common element is an alteration of respon- 
siveness due to interference with perceptual, motor, or critical 
evaluative faculties. 
Tur ANonyMous NETWORK 

The principle of the anonymous communication, an analogous 
phenomenon, is that the sender is protected from the response to 
his message, be it blame or praise. By not acknowledging his iden- 
tity, by not placing himself in the circular process, he deprives the 
receiver of an opportunity for direct reply. The sender remains 
uncommitted to the conmunicative interaction. Interruption of the 
reciprocal interpersonal process thus prevents the recipient of his 
inessage from holding him responsible. 

It is commonplace in everyday life that the cloak of anonymity 
makes it possible to transmit numerous messages that might 
not otherwise be sent. Examples of such “uncommitted transmit- 
ting” run the gamut, from the piece of chalk hurled from the class 
when the teacher’s back is turned, to criticism that is phrased in 
generalities when it is meant specifically. One of the standard 
methods by which an authority can get a frank appraisal of him- 
self from his subordinates is to ask for such evaluations in un- 
signed typewritten form. The phenomenon is basic to the kidnap 
note, anonymous charitable contributions, the secret ballot, and 
voyeuristic expression of sexual interest. 

Interrupted reciprocity in two-person networks is therefore a 
common defense mechanisin. The expression of threat, hostility, 
affection, sexual interest, competitiveness, and generosity are 
often possible only when the author of the behavior is immune 
from appropriate response. For purposes of the notation scheme, 
one may represent the anonymous communication as an incomplete 
circle (Figure 3). A. is the sender of the anonymous message, and 
B. the recipient. Note that this potentially symmetrical system now 
functions asymmetrically, in that A. can transmit directly to B. 
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FIGURE JZ. 


but transmission cannot be vice versa. The best that B. ean do, 


since A. is anonymous, is to reply with a “to-whom-it-may-concern” 
Inessage. A comparison of Figures 2 and 3 demonstrates that when 
one member remains unidentified, the two-person network begins 
to assume some of the characteristics of group-individual net 
works. For instance, in Figure 3, 4. has some of the diffuse char 
acteristics of a group whose messages converge upon a clearly 


specified person, B. In form, B.'s response resembles a radio ad- 
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dress, which diverges from a center, and is beamed to an anony- 
mous audience. 

The preceding formulations may help to clarify certain phe- 
nomena of communication in psychiatric interviews. For example, 
a detached, uncommitted patient may often be heard speaking to 
the analyst as if the latter were a group. He will phrase his re- 
marks as “to-whom-it-may-concern” messages, for instance, “I 
heard a joke about psychiatrists.” This implies an “individual- 
group” network. The personal response of any member of the 
group is precluded by the indefinite destination of the message. 
Therefore, the patient can commit himself to use of the first person 
pronoun. On other occasions, the patient may be heard communi- 
cating as if he, the patient, were a member of a group, as, “some 
people think that you are unsympathetic.” Here the implied net- 
work is “group-individual.” The personal response of the doctor 
is precluded by the vagueness of origin of the message. From his 


, 


anonymous position the patient can now commit himself to precise 
specification of the analyst. It is as if the defensive anonymity 
must be in the cireular process at some point. Indefiniteness at 
the source is equivalent to vagueness of destination in that both 
interfere with the clarity of interpersonal meaning. Perhaps the 
most extreme evidence of detachment is seen when the patient 
habitually communicates as a member of a group to the analyst 
as a member of another group: “Some people think that doctors 
are unsympathetic.” The analyst may perhaps interpret this re- 
mark as a guarded expression of hostility, to be translated, “J 
think that you are unsympathetic.” However, note the double pro- 
tection of an anonymous origin as well as an anonymous destina- 
tion for the hostile expression. There is immunity from response 
on every score. 

Apparently then, the defensive effect of anonymity may be 
achieved by purely verbal manipulation of messages in an other- 
Wise intimate two-person network. Sullivan? has shown how use 
of the third person or plural rather than the first and second per- 
son singular facilitates the communication of anxiety-laden ma- 
terial. He saw this as one of the “distance-making” security opera- 
tions that circumvent the intimacy of the “you-me” relationship. 
Another way of achieving the effect of anonymity is by manipula- 
tion of temporal and spatial aspects of the network. For instance, 


in the “hit-and-run” attack the sender of the message may be 
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clearly identified yet still unavailable for response. Thus there 
is a variety of ways to remain uncommitted, and all tend to pro- 
duce “social distance” in the form of nonreciprocal or asymmet- 
rical networks. Immediacy, intimacy, responsiveness, and one-to- 
one relationship are precluded by the asymmetry. Interaction, 
give-and-take, mutual influence and reflected appraisals are post- 
poned or impossible. It is for this reason that those who value 
the feedback of information in the learning process often prefer 
small seminars to large lectures. In the former the characteris- 
tics of the two-group are relatively preserved while in the latter, 
communication must of necessity be “one-way.” 

The terms commitment, anonymity, social distance, identity and 
responsibility, as used here, can be defined operationally in terms 
of the characteristics of communication networks. For instance, 
if the sender of a message can be distinguished from all other 
possible senders, he is identified. If he can also be located in space 
and time he can be responded to, provided the circular network 
persists long enough to allow for a response. If all these conditions 
are fulfilled, the sender is committed to his communication and 
can be held responsible. This equation of “responsibility” and “be- 
as, “Genu- 
ine responsibility exists only where there is real responding.” 


ing answerable” occurs in modern theological writing,’ 


Lack of definition in one or more of the categories of name, place, 
or time renders a participant relatively anonymous or uncom- 
mitted to the interaction. Thus, the commitment of “I-here-now” 
is the converse of anonymity or social distance. Even “I-here-now” 
messages may at times be uncommitted, because of a non-verbal 
qualification such as a smile, tone of voice, or gesture. However 
this is a more subtle level than the one under present discussion. 

The classical analytic technique will now be discussed in the 
framework of the preceding formulations. 


COMMUNICATION IN Frevup’s ANALYTIC TECHNIQUE 
The development of Freud’s method from hypnosis to free as- 
sociation can be understood as a progressive search for more 
adequate means to elicit information that is out of awareness. In 
the following discussion various aspects of technique such as ana- 


lytic privacy, free association, limitations upon action and sensory 
input, and the unresponsiveness of the analyst are examined. Their 
effects on the analytic network are seen to be a decreased “feed- 
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hack” in response to the patient’s communications with resultant 
amplification of the range of information transmitted. These var- 
ious technical modifications are shown to decrease the patient’s 
responsibility for, and commitment to his communications, by 
means of anonymity and social distance artificially created in the 
analytic interview. 
Analytic Privacy 

In most expert-client relationships, and in particular that of 
doctor and patient, the person seeking help is in a position of 
lessened responsibility. To aid another by virtue of superior ability 
or store of information, is to assume some responsibility for what 
occurs. In the privacy of a medical consultation, with its intimate 
history and physical examination, there is a freedom to communi- 
cate in areas usually excluded from social intercourse. Ferenczi 
discussed this point in 1909.4 “In a number of cases I succeeded 
in demonstrating that the relaxation of the ethical censor in the 
physician’s consulting room was partly determined by the lessened 
feeling of responsibility on the patient’s part. The consciousness 


that the physician is responsible for everything that happens (in 


his own room) favors the emergence of daydreams, first uncon- 
scious, later becoming conscious...” And later, “As another mo- 
tive lessening the feeling of responsibility I recognized in a patient 
the idea that the doctor can do everything, by which she under- 
stood the operative removal of any possible consequence of a liai- 
son.” Thus Ferenczi observed that freedom from consequences 
diminishes feelings of responsibility. 

However the traditional privacy of the medical consultation 
was found inadequate in Freud’s experience, He ascribed most of 
the early failures of analysis to “unpropitious external conditions” 
in the patient’s environment.’ By this he meant the resistance on 
the part of the patient’s family to the treatment. He saw this 
factor as of “little theoretic interest but the greatest practical 
importance.” His solution amounted to a rule of technique, that 
is, “one can never take them [the relatives] into one’s confidence 
because then we run the danger of losing the patient’s trust in 
us, for he—quite rightly, of course—demands that the man he 
confides in should take his part.” Freud then described the anx- 
iety-provoking effect of the patient’s analytic communications 
upon the relatives, and the latters’ defensive measures. He im- 
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plicitly invoked an explanation similar to that which follows here. 

The empirical justification for this confidence rule, that is, “the 
patient’s trust,” may be expanded to include the effect of the 
dictum on the patient’s communication networks. One occasionally 
encounters patients who do not ask the analyst to take their parts. 
As children they have been protected in excess of their actual 
needs, and may now resent such sheltering. All that such a pa- 
tient asks of the analyst is that his communications in therapy 
remain anonymous until such time as he chooses to include them 
in extra-analytic networks. The patient has to test, in the ana- 
lytic situation, the expression of many messages that he dare not 
admit into his social relationships. The “confidence rule” would 
then be of utmost theoretical as well as practical importance. It 
guarantees that the messages remain anonymous during the test- 
ing procedure, and that there will be no corrective feedback from 
significant relationships. It cuts the circular network of “patient- 
doctor-family” so that the analytic communications can tempo- 
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rarily have no consequences, and in this way frees the patient of 
responsibility for, and commitment to, them. It also allows the 
patient to include the messages in extra-analytic relationships at 
times and places of his own choosing. If the analyst would com- 
municate freely with the relatives, the network established would 
be that of Figure 4. 

The patient would run the risk of being held prematurely re- 
sponsible for his analytic communications. He may anticipate the 
problem and solve it independently by interrupting the circle of 
possible messages at point “A” in Figure 4. For instance, he may 
keep the whole treatment a secret® from his relatives and his rela- 
tives’ location unknown to the analyst. If the analyst and the rela- 
tives are in communication, or if the patient suspects that they 
are, he will not tell the analyst anything which he would not want 
transmitted to the relatives, thus interrupting the circle at “B.” 
However, Freud’s suggestion that the analyst himself interrupt 
the circle at “A” makes these various defenses superfluous. If the 
analyst refuses to communicate with the relatives, the patient can 
pursue the analysis in isolation’ from his other significant relation- 
ships as shown in Figure 5. 


Analytic Concepts 
Certain aspects of Freud’s theory which must have been popu- 
larly known since the early days of his work can also have the 
effect of initially decreasing the patient’s feeling of responsibility 
for his analytic communications. The concept of “the uncon- 
scious,” which is beyond rational control, allowed—at the outset of 
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treatment—the attribution of any particularly displeasing or un- 
comfortable idea to that area. One cannot be held responsible for 
that which he cannot control. Freud describes this attitude as a 


defense.* Also, the definition as “sickness” or “neurosis,” of many 


forms of behavior that had formerly been regarded as pure moral 
turpitude, brought a whole realm of messages into the polite social 
area by the assurance of a nonjudgmental response. 


Hypnotic Precursors of the Basic Rule 

The earliest use of the hypnotic method for the direct cure by 
suggestion of hysterical symptoms was, of course, the clearest 
example of a therapist taking complete responsibility for the thera- 
peutic process. The patient was literally to become the passive 
compliant instrument of the doctor. However, when the cathartic 
technique of Breuer began to be used in hypnosis, with recall of 
the genesis of the symptom as its goal, more information had to 
he forthcoming from the patient than previously. Authoritative 
permissiveness was substituted for authoritative interdiction. The 
patient was now ordered to recall, rather than ordered to get well. 
Some of the sheer irrationality and magic was dropped from the 
therapeutic process.’ However, from the point of view of respon 
siblity, the situation was the same. The information communicated 
was still on the doctor’s order and the patient need not be com- 
mitted to such messages. For in an authoritative situation, a 
command by the authority relieves the commanded party of cul- 
pability. This is best illustrated in the military where the legit- 
imate order of a superior is to be obeyed regardless of its effective- 
ness or danger. The authority in such systems, in return for auto 
matic compliance, takes complete responsibility for the conse 
quences. Obedience may be absolute, yet without conviction, since 
the subordinate does not initiate the act. 


I’'ree Association and the Basic Rule 
The next major change in analytic technique was the abandon- 
ment of hypnosis in favor of free association. More responsibility 
was put upon the patient in the form of obligatory compliance with 
the basic rule. He was to assume a detached attitude in which he 
observed his psychological processes as an uncritical reporter. 
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This implied a suspension of the learned internal feedback mech- 
anisms that monitor output in interpersonal situations, a tem- 
porary abrogation of the social self. Freud suggested this detach- 
ment of the self in the instructions to, “...say whatever goes 
through your mind. Act as if vou were sitting at the window of 
a railway train and describing to someone behind you the chang- 
ing views you see outside.’ By making the patient an observer 
of his own unpremeditated thoughts, Freud allowed him a subtle 
freedom from commitment analogous to that of the hypnotic tech- 
niques. After all, the bearer of an unpleasant telegram cannot be 
held responsible for its contents, nor can a person describing the 
passing views from a train be criticized for disagreeable scenery. 
The communicative network might be envisioned with the patient 
as an uninvolved intermediary between the unconscious thoughts 
and the analyst (Figure 6). If any message meets with disap- 
proval, the patient can maintain the security of non-commitment, 
since its origin was ego-alien. Any disapproving feedback would 
have to be directed to the source of the message. The basic rule, 
then, allowed the patient to feel safe from negative response on 
the part of the analyst. In effect, Freud permitted the patient 
to step off the circle of direct communication. (Compare Figures 
1 and 6.) 
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Limitation of Sensory Input 

Freud interrupted the circular process at still another point. 
This he accomplished by making the analyst invisible and unre- 
sponsive. Criticisms of this maneuver’ " revolve about the feel- 
ing that it is disrespectful to the patient, undemocratic, efc., but 
the controversy is not germane to this discussion. The effect of 
the technique on the analytic network is to decrease feedback from 
analyst to patient. Freud realized that any expression of the 
doctor would in fact be a response to the patient’s messages, and 
would have an organizing effect on the latter’s communications. 
His purpose was that “all imperceptible influence on the patient’s 
associations by the transference may be avoided.’ The classical 
position, with the doctor behind the couch, decreases the flow of 
information from analyst to patient in the visual area. However, 
‘Freud made the analyst verbally unresponsive as well, with in- 
structions to the analysand as follows: “Before I can say anything 
to vou | must know a great deal about vou; please tell me what you 
know about vourself.”” Thus obligated to send messages to an in- 
Visible, unresponsive analyst, the patient may be depicted as in 
the network of Figure 7. 
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FIGURE 7. 
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The communication system in Figure 7 is a distortion of a poten- 
tially symmetrical network. Although both participants are equally 
equipped to send and receive messages, the network is artificially 


altered so that the flow of information, both auditory and visual, 
is one-way. Information passes mainly from patient to analyst. 
There is a technically prescribed limitation of messages in the 
reverse direction. A comparison with Figure 3 shows that this 
arrangement reproduces the essential characteristics of the anony- 
mous network, except that the patient occupies the position of the 
anonymous party. He can send messages to the analyst who can- 
not, for technical reasons, reciprocate. At first this appears para- 
doxical, for the anonymity of the analyst is a controversial feature 
of the classical technique. Critics see it as undesirable, while de- 
fenders deem it necessary. The phenomenon that has remained 
unemphasized is that the analyst’s anonymity produces a feeling 
of anonymity in the analysand. The reaction of the patient is 
equivalent, whether the analyst does not respond or cannot re- 
spond. The resulting effect upon the interpersonal network is the 
production of social distance, a decrease in intimacy. The arti- 
ficial creation of this type of system in the classical technique 
allows the patient to feel less committed to his verbalized mes- 
sages, as If he were anonymous. 


Limitation of Action 

There are yet other aspects of the traditional analytic technique 
which seem to facilitate uncommitted communication by the an- 
alysand. The first is the “no important decisions” rule. The second 
is the “reproduction in the mind” concept and the interdiction of 
“acting-out.” These have been criticized as producing the unreality 
aspect of the dream where “things don’t really count.’"’ The com- 
municative situation has already been pictured in Figure 5. The 
analysis can be kept in complete isolation from significant people 
and activities. Since communications in analysis need not be sub- 
jected to the immediate response of the environment, the analytic 
with its attendant se- 


messages can be experienced as “play,” 
curity. 

Other features, such as the position on the couch, may symbolize 
dependency and therefore lack of responsibility to the patient. 
Criticism has been levelled at the nonreciprocal nature of the rela- 
tionship, the one-sided self-revelation, the time and other practical 
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arrangements, as asymmetries from the human point of view.’ ” 
Perhaps the asymmetry in the relationship has undesirable author- 
itative connotations, but the form of the network may have a ra- 
tionale in its actual effect upon communication. Nonreciprocity, 
lack of intimacy, and social distance may at times be extremely 
stressful to the patient. Yet these same atmospheres can also 
function as powerful defenses, by way of the diminution of com- 
mitment to the relationship. The attendant reduction of anxiety 
can result in a flow of data that might otherwise remain repressed. 
One could speculate that the creation of social distance is a neces- 
sary ingredient in all types of uncovering techniques. 


CONCLUSIONS 

Throughout this discussion, no distinction has been made be- 
tween consciously inhibited information, and material that is truly 
outside awareness. The anticipated response that keeps con- 
sciously inhibited messages out of interpersonal fields is also the 
basis of the anxiety mechanism that excludes information from the 
intrapsychie field of self-awareness. Working on uncharted ground, 
Freud had little information about the nature of these dissociated 
areas. However, he did have a conviction that their dynamic qual- 
ities would bring them into the communication field if the cen- 
sorship over the transmitted messages were relaxed in various 
ways. This conviction came from his experience with the relatively 
uncoimnitted states of hypnosis, dreams, fantasy, intoxications, 
slips and errors of daily life, and the relaxed censorship in the 
traditional medical situation. 

The method Freud developed was a manipulation of the com- 
municative field that resulted in an over-all change in the inter- 
personal significance of the patient’s messages. The “basic rule” 
instructs the patient to suspend his own monitoring or censorship 
of his spontaneous associations. In effect, he is told to decrease 
the internal response to his messages. The fact that this is a rule 
of treatment relieves the patient of responsibility and defends him 
against the fear of disapproving external response. The analyst’s 
unresponsiveness and his position outside the patient’s field of 
vision further reduce the feedback of information to the patient, 
and divorce message from effect. Prohibition of ‘“acting-out” and 
the postponement of important decisions minimize realistic re- 
sponses of the environment to the analysis. Analytic privacy iso- 
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lates the whole system from the patient’s other significant net- 
works. 

The common denominator of these various items of technique 
can be understood as an interruption of response to information 
transmitted, with resultant decrease in commitment thereto. The 
effect of this specific alteration in the interpersonal field is an at- 
tenuation of the dynamic barrier to dissociated material. In this 
connection, one may cite the results of recent research, which dem- 
onstrates that limitation of action, sensory input, and interper- 
sonal relatedness produces an alteration of consciousness with 


14 


increase in fantasy production.’ 


SUMMARY 


Freud’s classical analytic interview technique has been consid- 


ered here as a specific alteration in a two-person communication 


network. The effects of various elements of the technique upon 
the meaning of the patient’s communications have been discussed. 
These effects have been related to analogous phenomena apart 
from the interview situation, and have been operationally defined. 
The phenomena described, resulting simply from the structure of 
the network, are seen to be significant factors which increase the 
range of data accessible to awareness and admissible to the inter- 
personal system. 


Department of Experimental Psychiatry 
Hillside Hospital 
Glen Oaks, New York 
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THE USE OF RITALIN IN PSYCHOTHERAPY OF DEPRESSIONS OF 
THE AGED* 


BY AVROHM JACOBSON, M.D. 


THE PROBLEM 


The purpose of this pilot study was to investigate the effective- 


ness of “Ritalin,’** a new central-nervous-system stimulant and 
anti-depressant in facilitating psychotherapy in depressed patients 


of the involutional age group. 


Specific Questions 

The total problem lent itself to three subdivisions in procedure: 

1. A group of patients including both those with reactive and 
with involutional depressions, undergoing psychotherapy and si- 
multaneously receiving ritalin, were evaluated regarding changes 
in alertness, sense of well-being, dissipation of morning fatigue; 
co-operativeness in psychotherapy, and ability to function socially 
and otherwise. 

2. A group of patients including both those with reactive and 
with involutional depressions, undergoing psychotherapy and not 
receiving ritalin ( a placebo was substituted), were evaluated in 
regard to changes in alertness, sense of well-being, dissipation of 
morning fatigue, co-operativeness in psychotherapy and ability to 
function socially and otherwise. 

; 


3. The two groups were compared as to the factors investigated. 


N i os 
Delimitations 


The study was limited to 54 persons in the sixth and seventh 
decades of life. Patients recognized as manic-depressives were 
excluded from this study. Twenty-seven received ritalin in doses 
ranging from 10 to 30 mg. three times in the first eight hours of 
the day, at spaced intervals. Twenty-seven received placebos dur- 
ing the first eight hours of the day at spaced intervals. Both 
groups received little information about the drug used except to 
be told that its essential function was as an aid in psychotherapy. 
All patients were considered fair to good extramural risks, that 

*Presented before the ninth annual scientific meeting of the Geronotological Society, 
Chicago, November 9, 1956. 

**Ritalin (methyl-phenidylacetate hydrochloride) was supplied for this study by the 


Ciba Pharmaceutical Company. 
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is, the suicidal risk was considered minimal. The psychotherapy 
was psychoanalytically oriented. The goals were limited; the pri- 
mary ones being either to maintain the individual in, or return 
him to, his home, social and work situation as an effective unit. 

All patients were seen privately in the doctor’s office. The fre- 
quency of visits ranged from three times weekly to one in two 
weeks. The duration of each visit was from 30 to 45 minutes. 
The total duration of treatment ranged from two to six months. 

All patients were seen following referral from other physicians 
who had evaluated them organically and cleared them for psy- 
chiatric treatment. Where hypertension or other cardiovascular 
disease was present, this condition was followed by the referring 
physician. Diabetes, gastro-intestinal disorders, and aging dis- 
abilities did not exclude patients from this study. Continuing 
checks were maintained on blood pressure, pulse rate, complaints 
of headaches, dizziness, palpitation, nausea, appetite, sleeping 
habits, ete. 

The study was limited to the factors mentioned under Specific 
Questions. 

Basic Assumptions 

It is assumed that certain drugs can modify mood, attention, 

appetite and sleeping habits. 


Basic Hypotheses 

Several recent studies by Drassdo and Schmidt,’ Ferguson,’ 
Carter,® and the author* have indicated that ritalin induced alert- 
ness, improved psychomotor performance and elevated mood with- 
out the production of sympathomimetic side effects seen with 
the amphetamines and caffeine. 

It was hypothesized that patients receiving ritalin, including 
both those with reactive and involutional depressions in the sixth 
and seventh decades, would be more receptive to, or more co- 
operative with, psychotherapy than similar patients receiving a 
placebo. 

THe Neep For THe Strupy 

KMver-increasing, are the problems of dealing with the geriatric 
patients. The number of such patients swells by the day; and as 
progress in medical research and refinement in medical therapeutic 
technics continue, so will the life span of mankind stretch farther. 
Among the problems often confronting the physician treating the 





476 RITALIN IN PSYCHOTHERAPY OF DEPRESSIONS OF THE AGED 


geriatric patient is that of dealing with an un-co-operative, de- 
pressed patient who cares little if at all about his surroundings, 
himself, or his future. Such a patient may or may not have organic 
pathology; generally however, his mood alteration, that is, his 
depression, is accompanied either by psychomotor retardation or 
agitation. Often his thoughts, though slowed and even painful, 
may be filled with ruminations of suicide in addition to a great 
deal of self-recrimination, self-condemnation; and retrospective 
preoccupation with mishaps or missed opportunities, each now 
attended by a staggering weight of guilt. It would be almost too 
much to expect such a troubled person to be able to co-operate 
in a medical and/or nursing regimen designed to better his con- 
dition—and generally this lack of co-operation is borne out in 
clinical practice. These patients are often referred for psvchiat- 
ric care, 

The psychiatrist is then confronted by the same problem. His 
patient is depressed, preoccupied with thoughts of failure, guilt 
and painful recollections. He is slow in responding to outer stim- 
uli, or, perhaps, is even indifferent to them. In time, if this pic- 
ture is permitted to continue, thoughts of suicide will present 
themselves as a solution of the dilemma of futility. The thought 
can in time father the act. 

The treatment procedures indicated at this point will be either 
electric convulsive therapy and/or certification to a well-super- 
vised psychiatric facility. The suicidal risk will determine the 
degree of security precautions necessary. However, very often, 
and, in fact, with increasing frequency, patients are referred who 
have not vet begun to consider suicide as the only solution to 
their suffering. They can, therefore, be treated without elaborate 
security precautions. Because of the difficulty in establishing a 
two-way open communication with the patient, psychotherapy 
alone, in almost any form, is generally unrewarding. For over a 


decade, electric convulsive therapy has been the technic par ex- 


cellence for such patients. (There is no need to go into its rationale 
or other indications here.) 

Of late, there have been an increasing number of attempts to 
break the communication barrier with these patients pharmaco- 
logically—so as to permit psychotherapy to proceed. Drugs such 
as the amphetamines have been used extensively. In practice 
with mildly depressed persons, an amphetamine preparation will 
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frequently effect an elevation of mood. This is too often, however, 
followed by a rebound depression or letdown worse than the orig- 
inal depression. For this reason, patients will frequently refuse 
to continue with such medication. Search, therefore, has con- 
tinued for preparations which will produce a mild elevation of 
mood without undesirable side effects or after-effects. Ritalin 
seemed to the writer to “fit the bill” best of several preparations 
tried in clinical practice. This present study was undertaken in 
an attempt to evaluate ritalin’s effectiveness in permitting psy- 
chotherapy with a mild-to-moderately-depressed patient. 


Revatrep LITERATURI 

Ferguson and Funderburk,’ in using ritalin combined with 
serpasil to improve the behavior of geriatric patients, noted a 
“marked mental awakening of the patients to the degree that they 
were better able to participate.” They found neither advanced age 
nor cardiac disease to be a contraindication. “The drugs not only 
reduced the burden of nursing care but also opened up possibilities 
of psychotherapy on some patients who had been confined for more 
than forty vears.” 

In a previous paper* the writer reported on the increased rate 
of improvement brought about by using ritalin with depressed 
patients. In particular, he was impressed by the increase in alert 
ness, the dissipation of early morning depression and fatigue, and 
the lack of evidence of addiction. The usefulness of ritalin in 
counteracting the lethargy or oversedation of ataraxie drugs was 
also mentioned, 

Pennington’ has recently reported favorable mood-elevating ef 
fects on a large group of patients in a mental hospital setting, 
all of whom were classified as chronic and as previously nonre- 
sponsive to therapy, including electric shock treatment, ataraxies 
and psychotherapy. Many of these patients were in the schizo 
phrenie category. With ritalin added to ataraxies, a significant 


improvement occurred, both in behavior and in their ability to 


communicate, 

Carter? found ritalin of use in overcoming reserpine-induced 
lethargy and depression, particularly in epileptic children. Young 
patients who could not be controlled by anticonvulsants, because 
of the sedative effects of the necessarily large doses, became more 
manageable with ritalin. 
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PROCEDURE IN CoLLEcTING Data 
The 54 patients of the present study were selected over an 18- 
month period from a psychiatric office practice. All were between 
60 and 74 years of age; both sexes were included; all were white 
and of middle income status; and all were considered to be de- 
pressed by both the referring physicians and the writer. In each 
instance the patient would ordinarily have been considered for 
electric shock treatment, and some patients in the control group 
were finally referred for such therapy. The patients were assigned 
alternately to the ritalin and control groups, the ritalin dosage 
varying according to the patient’s responsiveness. The 27 patients 
not receiving ritalin received placebos. All patients were told that 
the medication was an “aid in therapy,” its prime purpose being to 
life one’s spirits and enable a patient to co-operate better with 
the psychotherapeutic process. Even for the group receiving pla- 
cebos, the number of pills given was varied from time to time, as 

would be the case in giving effective medication. 


PROCEDURE IN TREATING DaTa 


A case history approach was used with all patients. The follow- 


ing two were representative of the responses in the ritalin group: 


Case 1 

Patient 1 was a 63-vear-old housewife, referred for psychiatric treat- 
ment because of a gradually increasing feeling of depression, most severe 
upon awakening, and diminishing toward evening. Tearfulness, increased 
irritability, insomnia, poor appetite, dissatisfaction with herself and her 
chores, and a hopeless outlook were becoming constant features of her 
illness. 

She was given various ataraxics by her family physician without notable 
improvement. General concern by both her family and the attending phy- 
sician finally resulted in referral for a more intensive psychiatrie therapy. 

Passive resistance to psychological investigation of her life experiences 
and personal background stalled psychotherapy. She could speak only 
with difficulty—and with constant prompting—of her complaints. Gen- 
erally she would lapse into a silence, broken only by a few remarks that 
demonstrated her feelings of the futility of attempting anything. She 
denied suicidal preoccupation but became tearful when the subject was 
mentioned. Because of the difficulty in co-operating with a psychother- 
apeutic approach, caused by limited communication, she was started on 
ritalin, 10 mg., upon awakening, with this dosage repeated twice at two- 
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hour intervals. Chlorpromazine, 50 mg. orally was given at bedtime. With- 
in a few days the dosage of the ritalin was doubled. 

From the outset of treatment, the patient was seen twice weekly in 45- 
minute interviews. By the fourth interview, she had become more spon- 
taneous in her speech; she spoke of her improved feelings, particularly 
in the morning; and stated that her appetite and sleep had both begun 
to return toward normal. The drug routine was continued without modi- 
fication or interruption for the next two months. The psychotherapeutic 
interviews continued, with the patient now fully co-operative, gradually 
developing useful insight into her problems. She was able to integrate 
these insights into her present circumstances, and gradually her “good 
days” increased in number. By the third month, her chlorpromazine was 
discontinued, and her ritalin dosage was halved without a return of symp- 
toms. All medication was discontinued after the fourth month. Psycho- 
therapy was terminated in the sixth month. At six months post-therapy, 
her recovery was being maintained. 


Case 2 

Patient 2 was a 60-year-old man, a widower for three years, an employee 
of the telephone company; who had been seen first in psychiatric consulta- 
tion in 1953 before his wife’s death from a central nervous system malig- 
naney. His depression was sufficiently severe, and his suicidal preoccupa- 
tion marked enough to require him to be committed to a psychiatric facil- 
ity where he had a course of electrie convulsive therapy. His recovery 
from that episode progressed satisfactorily, and he was discharged after 
three months of hospitalization. 

In the early part of 1956, he again began to experience depression, and 
he sought psychiatric help after two weeks. This time there was no suicidal 
preoccupation ; he was still attempting to work but with great difficulty ; 
his appetite had fallen off; his sleep was poor; and he complained of 
constant fatigue and of concern lest his condition again require hospital- 
ization. He was co-operative in that he sought help voluntarily, had partial 
insight into his condition, and wanted to do whatever was possible to be 
well again. 

Psychotherapeutie interviews were started three times a week. Ritalin, 
20 mg., after breakfast, repeated in the middle of the morning, was given 
in an attempt to maintain him at his job and dissipate his feelings of fa 
tigue and depression. Improvement was gradual but noticeable within 10 
days. The patient continued in his jol + first with questionable efficiency 
Later, this improved. Medication an.w ,sychotherapy continued for three 
months. His very real problems in readjusting to life as a widower; his 
estrangement from his married children; the need for his own acceptance 


of his progressive physical limitations; and the need to develop avocational 


interests were dealt with in an atmosphere of patience and benevolent ac- 
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ceptance. Therapy was terminated in a gradual fashion by cutting the 
frequency of interviews. He has been followed on a monthly-visit basis, 
with no evidence of recurrence of his symptoms. 

The following two cases were representative of the response of 
patients in the placebo group: 


Case 3 

Patient 3 was a widow of 73, who had been referred by her internist 
because of complaints of mixed anxiety and depression. She was said to 
have been an easily-irritated person with little patience for her children 
and grandchildren, yet really concerned over their welfare. She now found 
herself, from a financial standpoint, in the role of the matriarch of her 
family. She resented the responsibilities that were now hers. 

Her husband had been a utilities executives of good caliber who easily 
assumed and handled all responsibilities of the home as well as of his 
business. His sudden death, several years previously, was reacted to by 
the patient with a fairly normal period of mourning which gradually 
subsided. Two years before coming for treatment, transient episodes of 
anxiety and hypochondriasis, accompanied by depression, began to occur. 
These episodes increased in frequency for a year, until she was hospitalized 
on several occasions for diagnostic studies at a local general hospital where 
her hypochondriacal concerns were demonstrated to be without organic 
foundation. 

Though referred for psychotherapy by her physician she was unable 
to co-operate effectively in psychologic investigation of her difficulties be- 
cause of her intense anxiety. Though various tranquilizer drugs had pre- 
viously been used in modest dosages, she was now placed on rather high 


doses of chlorpromazine, and later, meprobamate. Her anxiety was grad- 
ually brought under control, but with a deepening of her depression and 


a significant psychomotor retardation. The placebo in place of ritalin was 
added to her drug intake, but without any change in the clinical picture. 

Three weeks later, the placebo was replaced by ritalin, 20 mg. t.i.d. during 
the morning hours at two-hour intervals, and the improvement in mood was 
noted by the family and patient within a few days. She did not however 
co-operate effectively in psychotherapy because, the writer feels, of her 
inability to tolerate even minimal amounts of anxiety. She was instead 
satisfied to depend upon her “drug crutches” to stabilize her symptoms. 
This has continued. 

Case 4 

Patient 4 was a 61-year-old stockbroker, who had suddenly become de- 
pressed, agitated and unable to carry on his work. His complaints were 
of feeling anxious, uneasy and blue; and of having lost his appetite and 
his ability to drop off to sleep, or sleep the night through. He felt guilty 
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about his failure at work, was inattentive to his family, and had begun 
to neglect his own appearance. Though referred by his physician for 
psychiatrie care, he was unwilling to co-operate and finally came for con- 
sultation, only upon pressure almost amounting to force from his family. 

An interview with this resistive patient was generally unsatisfactory. 
Placebos in place of ritalin were given. No favorable change occurred, 
but after 10 days, concern over a gradually deepening depression forced 
his referral for electric convulsive therapy. The patient responded rather 
quickly to the latter and was able to return to work. 


Discussion 

In all the writer’s cases the primary therapeutic emphasis was 
upon psychotherapy. The patients’ need for support, acceptance 
by others and help in coming to accept changes in physical, envi- 
ronmental and work status had to be dealt with. This was done 
Within the framework of each person’s personal life history and 
experiential background. Motivation and defenses were gradually 
exposed and examined in light of present reality needs. 

Communication barriers are, of course, the enigma in psycho 
therapy. Depressed patients have difficulty, by the very nature of 
their illness, in sharing their thoughts and feelings with others. 
It is the impression that ritalin has a most useful place in open- 
ing this communication barrier to effective psychotherapy. In a 
recent paper, Hill and Patton’ stress the belief that physical ther- 
aples without psychotherapy are frequently unsatisfactory. While 
the physical therapies may break up a psychotic impasse, they do 
not of themselves offer the patient much protection against im- 
mediate or future relapse. The writer concurs in this belief. Ritalin 
appears to facilitate psychotherapy. 

This was borne out in the first two cases presented here. In the 


third case, though a placebo was actually used early, ritalin was 
finally substituted with some improvement. However the patient 
was unwilling to proceed with an investigation of the subsurface 
facets of her disorder. 


Of the 27 cases where ritalin was used, marked improvement 
was observed in two; moderate improvement in eight; minimal 
improvement in 12. There was either no improvement, or further 
deterioration and need for physical therapies and/or hospitaliza 
tion, in five cases. 

In the 27 cases where a placebo was used; there was no instance 
of marked improvement; moderate improvement did occur in four; 
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minimal improvement was observed in seven. There was either 
no improvement, or further deterioration and need for recourse 
to other physical therapies and/or hospitalization, in 16 cases. 
(See the table.) 


Comparison of Results with Ritalin and Placebo Control Group in Psychotherapy 
of Depressions of the Aged 
Marked Moderate Minimal No 
Improve- Improve- Improve- Improve- 
ment* ment** mentt ment} 


No. 





27 ritalin patients =. 42 
- 


27 placebo patients .... 





*Full recovery. 

**Able to function effectively at home, socially and at work, but with occasional 
or minimal depressed feelings. 

tSome improvement in depression, but not able to function effectively, requiring 
continuing treatment. 

tIncrease in depth of depression despite therapy. 


It seemed apparent in this study that ritalin was a useful drug 
as an aid to psychotherapy for mild to moderate depressive 
states in the older age groups. The action of the drug appears 
to be that of a central stimulant of the cortex. From a clinical 
point of view, when used as described in this study, there are no 
significant side effects. Its euphoriant effect appears to be mid- 
way between that of amphetamine preparations and caffeine, but 
without the depressive letdown so often encountered with amphet- 
amine preparations. Nausea or vomiting, and variation in blood 
pressure (even in hypertensives) were not encountered. Anxiety 
symptoms required control before ritalin could be used effectively. 
Ritalin was often used in this study with chlorpromazine, and, 
in a rare instance, sodium butisol was used at bedtime. It was 
found best not to prescribe ritalin after 4 p.m. in order not to in- 
terfere with sleep. 

In mild depressions, the mornings are generally the worst 
periods of the day, and it was during this period that the drug was 
given. Though the great majority of the patients used it in 20 mg. 
tablet doses, repeated once or twice during the morning, the elixir 
form, made up to 10 mg. in 5 ee., was used in a few instances. Re- 
cently, as the injectible form has become available, it has been 
found to be a rather quick way of achieving a mild euphoria and 
logorrhea which, of course, facilitate the therapeutic process. On 
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occasion, ritalin was found to intensify anxiety symptoms. The 
increase in psychomotor response is not excessive, but is rather 
favorably viewed by the patient. 

Research studies now under way in anesthesiology, in epilepsy, 
in nareolepsy and with psychotics, appear rather promising. The 
use of ritalin in counteracting the oversedation of ataraxics is 
growing. 

SUMMARY AND CONCLUSIONS 

A pilot study was undertaken to investigate the effectiveness of 
ritalin in the treatment of patients in the sixth and seventh decades 
who were receiving psychotherapy for depression. The psycho- 
therapy was psychoanalytically oriented. A total of 54 patients 
was studied, one-half of whom received ritalin, the rest a placebo. 
All were ambulatory and considered fair-to-good extramural risks 
initially (that is suicide was not believed an imminent risk). The 
primary effectiveness of the drug in facilitating communication 
and co-operation appeared due to its mood-elevating effects. Some 
psychomotor stimulation without significant effect upon blood 
pressure was found. Of value was the absence of depressive let- 
down as the effects of the drug wore off. 

Of the ritalin group of 27 patients, 22 showed minimal to marked 
improvement. Five patients showed no improvement and required 
hospitalization and/or electric convulsive therapy. 

Of the placebo group of 27 patients, 11 showed minimal to mod- 
erate improvement; 16 required hospitalization and/or electric 
convulsive therapy. 

Four brief case reports were included. Ritalin appeared to in- 
crease the effectiveness of psychotherapy with elderly depressed 
patients. 


620 Bangs Avenue 
Asbury Park, N. J. 
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TREATMENT OF AN ADOLESCENT WITH URTICARIA, USING 
RESERPINE AS AN ADJUNCT TO THERAPY* 


BY PAUL ERRERA, M.D. 





The importance of emotional factors in the production of urti- 
caria has been well documented in the literature.’* What was at 
first deseribed as a strictly allergic manifestation is now recog- 
nized to be a disease of complex causation.t*; The present paper 
recognizes the significance of the underlying dynamic patterns of 
patients with this illness.* It deals primarily, however, with the 
practical problem of applying this knowledge to a group of pa- 
tients who classically are not considered good candidates for psy- 
chotherapy—in particular an adolescent belonging to Hollings- 
head’s “level V,” the lowest group in the social strata distin- 
guished by him in his New Haven study.’ This group is made up 
of the poorest people in the community. It consists of the families 
of unskilled or semi-skilled workers with very little formal eduea- 
tion. When in trouble, such families are seen mainly by social 
and law enforcement agencies, as psychiatric help is often unac- 
ceptable by, or unavailable for, them. Members of this group may 
come to psychiatric out-patient clinics if sent directly but very 
often contact is terminated prematurely. As a result the physician- 
patient relationship does not get a chance to develop. Because of 
these known difficulties, varied therapeutic aids are employed in 
the case described in this paper. 


Case Presentation 

Tom was an 18-year-old boy, admitted to a hospital medical 
service** because of chronic hives. These had first appeared three 
years before but had cleared up within two weeks with antihis- 
taminics. He remained asymptomatic until 10 months before his 
admission when the urticaria recurred intermittently over his 
entire body. He was treated as an out-patient with special diets, 
antihistaminies, ACTH, cortisone and meticorten. He moved out of 
his house for a week and lived with a friend. Yet the best these 
measures did was to offer transient relief. A thorough search 
for an allergic basis or history was unproductive. He, therefore, 

*From the department of psychiatry, Yale University School of Medicine, New Haven, 
Conn. 


**Grace New Haven Community Hospital, New Haven, Conn. 











PAUL ERRERA, M.D. 485 


was referred to the psychiatric clinic for evaluation. There, it was 
felt that he might benefit from regular interviews, but he refused 
to return for them. 

The patient is the second of four children—one girl and three 
boys, spaced two to three years apart. Both parents were born 
in Sicily. His mother has been in a state hospital since 1947, diag- 
nosed as schizophrenic. The father has not permitted the children 
to visit her, and is described as a tyrannical, suspicious man, apt 
to beat them often without their being aware of a reason. Three 
years previously, Tom threatened for the first time to strike back 
if he were lit again. There had been no more beatings since. The 
urticaria appeared a short time thereafter. 

When he entered the hospital, the patient lived with his family 
ina two-room apartment, working as an apprentice in tool making 
and diemaking. The atmosphere remained as it had been with no 
drinking or smoking allowed. 

In the hospital he proved to be a shy adolescent wary of doctors 
and reluctant to talk about himself. He rarely complained and was 
a model co-operative patient. During the first week there was no 
change in his symptoms. Then on the seventh hospital day, the 
psychiatrist saw him for the first time. He told the patient that he 
* which would eliminate 
the rash. (See the figure.) This it did within 12 hours. The usual 
side reactions to the drug were treated symptomatically. 


was to be given a new medicine, reserpine, 


The psychiatrist continued to see Tom daily; and, during their 
talks, practical problems were worked out. These included such 
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‘The use of this drug was suggested by Dr. Thomas Detre of the department of 
psychiatry, Yale University School of Medicine. 

















486 RESERPINE, ADJUNCT TO THERAPY IN URTICARIA 


points as helping Tom arrange for full insurance benefits, inter- 
ceding for the patient with the administration over financial diffi- 
culties and planning for the purchase of a second-hand ear. They 
were of more than superficial interest, as, underlying them all, 
was the continual conflict with his father. The father did not want 
Tom to own a car, refused to help financially, and could not under- 
stand why his son was seeing a psychiatrist. The tangible help, 
which the therapist gave, was sufficient to allow the boy to confront 
his father and become aware of some of his own potentialities. 
Some of this difficulty was discussed during the interviews; and 
time was also spent discussing such problems as what the doctors 
meant when they told him his disease was due to “nerves.” This 
had initially been interpreted by the patient as meaning that some- 
thing was physically wrong with the “rope-like structures” 
(nerves) of his body. 

The patient was discharged as asymptomatic and remained so 
thereafter except for one occurrence following a car accident in 
which Tom, the driver, was found to be in the right. (See the 
figure.) That evening he fearfully told his father about the acci- 
dent. The father said nothing; a few hours later the hives reap- 
peared for six to eight hours. 

Tom Was seen as an out-patient every two weeks, and the nature 
of the contacts remained as they had been in the hospital. He dis- 
continued his medication on his own—telling the therapist that 
it made him drowsy and that he did not feel that he needed it any 
longer. With the rash gone, he started to socialize more; he went 
out on dates, was promoted at work, and was able to pay off all 
his hospital bills himself. On several occasions, he brought in some 
of his teen-age friends to whom he introduced the psychiatrist as 
“inv nerve doctor.” The clinie contact was discontinued by mutual 
consent six months after his hospitalization, and the therapist told 
Tom that he would always be glad to hear from him.” 


DiscUSSION 
A full evaluation of the action of reserpine in this case is beyond 
the scope of this report. Not enough urticaria patients have been 
treated for a conclusion to be of significance. Theoretically, how- 
ever, the initial favorable response could be explained if one re- 


Two and one-half years later Tom was still urticaria-free and functioning well in 


the community. 
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lates the formation of the patient’s hives to the release of acetyl- 
choline by the parasympathetic system.® Reserpine could then be 
considered to have a central effect on this system. Furthermore, 
as the work of Maclean and others has shown,’ reserpine may act 
upon a central neural system with resulting psychological changes 
—and hence relief of symptoms. 

More important, is the fact that a remission did occur and thus 
helped initiate a contact with the patient. This establishing of 
contact was really the big difficulty, as was shown by Tom’s initial 
refusal to. return to the psychiatric out-patient clinic before his 
hospitalization. Hence, a second aid in the therapy was his being, 
at the start of hospitalization, a willing captive audience. As he 
Was a patient on the medical service, the therapist could see him as 
often as was desired. A third aspect to this approach was the 
emphasis on reaching the patient at his own level and on avoid- 
ing looking at him through the therapist’s own professional-status 
eyes. This patient was willing to use available psychiatric and 
medical language, but, as became apparent, his understanding of 
it was very different from the writer’s. There was a resulting 
need for many clarifications of terms and much structuring of 
the relationship. Interpretations seemed out of place, as they were 
meaningless to this adolescent. The support offered, consisting of 
giving him that which he could assimilate, appeared sufficient. 


SUMMARY 
1. An adolescent from a low-status family economically was 
treated successfully for chronic hives. 
2. Three important therapeutic aids were: (a) an initial remis- 
sion of symptoms, simultaneous with the administration of reser- 
pine; (b) the patient’s willingness from the start to be a captive 
audience; and (c) the relating of the therapist to the patient at 
the patient’s own level. 


Department of Psychiatry 
Yale University School of Medicine 
333 Cedar Street 
New Haven 11, Conn. 
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CHRONIC MENTAL HOSPITAL DEPENDENCY AS A 
CHARACTER DEFENSE* 


BY JOSEPH DOWNING, M.D. 


Today’s social practices have created large populations which 
are segregated in geographically and socially isolated groups, 


called institutions. These institutions hold many specific groups, 


as “insane” persons, criminals, mental defectives, and homeless 
children. Although considered to be different, studies of various 
groups show a wide overlap in personality types and psychiatric 
diagnostic categories—for example, between the mental institution 
patient and the prison inmate. Considered in terms of social fune- 
tion, institutions serve the common purpose of caring for persons 
unable to accept personal responsibility. 

Considered in terms of the affected individual, institutional life 
tends to have a definite effect on his behavior, whatever the origi- 
nal behavior may have been that caused him to be put in one or 
another institution. This effect is of importance in producing hos- 
pital chronicity in some persons hospitalized for mental illness. 

To put it directly: Many mental patients are not motivated to 
leave the hospital which contains them. By prolonged hospitaliza- 
tion, they become so dependent on the hospital that leaving causes 
severe anxiety. If discharged, they act in such a way that they are 
returned. In many instances, they react to the possibility of dis- 
charge or release with behavior that ensures their continued re- 
straint. Such patients become disturbed, delusional and conspicu- 
ously “insane,” forcing the hospital authorities to continue their 
detention because of “crazy” or “criminal” behavior. For example: 

After 15 years of intermittent voluntary hospitalization, a patient ap- 
plied to his home town health officer for voluntary certification. On the 
line entitled “Reason for Commitment,” the health officer wrote, “This 
man aets crazy except when he is in a mental hospital.’ 

This describes the dependent person with character disorder, 
as well as the individual who is diagnosed as having some form 
of psychosis. The present discussion deals primarily with the per- 
son diagnosed as psychotic, but obviously is relevant to the hos 

*The author, now program chief, mental health section, County Department of Public 
Health and Welfare, San Mateo, Calif., takes full responsibility for the contents of 
this paper, but wishes to acknowledge his intellectual debt to the staff of the Winter 
Veterans Administration Hospital, Topeka, Kansas. 
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pital-dependent person with character disorder as well, since these 
categories tend to overlap a great deal. 

In the mental hospital, such persons are called “chronic back- 
warders” or “chronic psychotics,” or just “chronics.” Generally, 


the “chronic” can be defined as the patient continuously institu- 


tionalized for two vears or longer. This cutoff point is indicated 
by the recurrent observation that after two years of hospital stay, 
the rate of discharge drops sharply and levels off at a low figure. 
Is this link between length of hospitalization, and probability of 
discharge an index of severity of illness, with the length of stay 
actually irrelevant? 

It seems unlikely that the natural history of all hospitalizable 
mental conditions would have the same temporal progress, or that 
all mentally ill individuals would be hospitalized at the same point 
in the disease process. For these reasons, an alternative explana- 
tion for the two-year figure might be sought in the environment, 
rather than in the patient. Therefore, it is hypothesized that the 
experience of continuous hospitalization may be assimilated into 
the patient’s personality defense pattern in such a way as to mo- 
tivate him toward maintaining the institutional state, as a direct 
defense against anxiety arising from intolerable intrapsychic con- 
flict. This phenomenon occurs in all types of chronic illness, but 
is particularly relevant to mental illness. 

This basic theoretical point must be made: Three different gains 
to the patient result from hospitalization. They will be discussed, 
with clinical illustrations. 

The first gain is the relief of anxiety resulting from failure of 
the ego to control instinctual impulses, a failure which results in 
regression to psychotic adjustment. The hospital provides external 
controls for the impulses which are too strong for the ego, and 
thereby relieves the ego of anxiety. Like an “auxiliary ego,” the 
hospital takes over, shoring up the weak ego defense. 

A Veterans Administration patient, a dangerous, self-mutilating para- 
noid schizophrenic, illustrated this type of gain. To control his random 
blows against other patients, ward staff, and the walls, his hands were con- 
fined by leather cuffs fastened to a belt about his waist. As his excitement 
diminished, an offer was made to release his hands. He accepted, but 
begged to continue to wear the cuffs and belt. Whenever he became dis- 
turbed, he would slip his hands into the loose cuffs, and quickly become 
calm again. 
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The second type of gain is commonly called “secondary gain,” 
the regressive instinctual gratification resulting from the “sick 
role” assumed by the patient. This is not the relief of overwhelm- 
ing anxiety, but a regressive, oral-receptive substitute for love- 
from two sources, super-ego-derived self-pity (“I’m a sick child”), 
and environmentally-supplied care and support. This care and 
support relate to the fact that the hospital may supply greater 
comfort and security than the patient’s extrahospital environment, 
so that discharge means giving up reality benefits. This factor is 
particularly significant for the hospital-dependent patient with a 
character disorder, and for the patient from an economically poor 
background. 

The third gain is that of becoming a member of a social organ- 
ization, with meaningful relationships to other persons in the so- 
ciety. The patient may have felt incapable of relating to others 
in a satisfying fashion in the less structured extrahospital society. 
The tightly-knit, highly-regimented, hospital society provides se- 
curity and the potentiality for adequate adjustment. Since free- 
dom is anxiety, regimentation relieves the uncertainty and tension 
of anxiety. This phenomenon of gaining essential social satisfac- 
tion in the hospital cannot be viewed as pathological, but must 
certainly be taken into account in attempting to shift the patient 
from the familiar hospital society into the outside world. 

The process by which the hospital becomes incorporated as a 
character defense necessary to the avoidance of anxiety is fairly 
clear in the chronically hospitalized psychotic patient, and can 
be used as a paradigm. In the psychotic reaction, the dynamic 
process of institutional defense formation evolves from the point 
of initial hospitalization. Whatever the prior history may have 
been, whether an ill-defined withdrawal from the world with inter- 
personal maladjustment over a term of vears or a sharply delin- 
eated acute disturbance, hospitalization is a turning point in the 
patient’s experience. 

The initiating of hospitalization is usually accompanied by an 
increase of anxiety in both the patient and responsible persons in 
his environment. In addition, the process of gaining hospital ad 


mission involves unfamiliar legal procedures, unfamiliar persons, 
and frequently unfamiliar intermediate institutions such as pri- 
vate sanatoria and jails. A condition of heightened anxiety and 
disorientation, and an increased display of psychotic defenses 
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mark the initial institutional admission. The patient is bewildered 
and uncertain; the resulting fear and anxiety compound the anx- 
iety which dictated the original retreat to a psychotic adjustment. 
Then, when the admission ward door has been locked behind 
the patient, he is committed to dependency and compliance. At 
the same time, he is largely relieved of initiative, is no longer 
considered responsible for his actions. As is generally assumed, 
his reaction to hospitalization is most important in predicting if 
he will recover and be discharged. For most patients, initial non- 
acceptance is observed. The necessary regimentation and lack of 
attention are distasteful, and result in maintaining and heighten- 
ing the admission anxiety. The “disturbed” individuals, who are 
slow to accept the institution, are most likely to leave the institu- 
tion as “well” or “in remission.” 

For an important minority, with whom this paper is concerned, 
the close supervision and enforced passive role are accepted with 
relative placidity. Little protest is made against whatever fate is 
dictated by immediate or distant authority. Soon the anxiety pres- 
ent on admission fades, and the normal psychic process of the 
working through of anxiety results in more or less resolution of 
the psychosis-producing conflict, as the relief of anxiety affords 
the ego a chance to regain mastery of instinctual impulses. 

However, psychotic behavior comes to have another significance. 
i'reedom from anxiety becomes identified with the fact of hospital- 
ization, and next, with the hospital itself. Release presents the 
threat of a return of the overwhelming anxiety present on admis- 
sion; “outside” is considered as danger; “inside” is safety. To 
counter this eventuality of release, psychotic behavior is main- 
tained or imitated, since psychotic persons are “sick” and not per- 
mitted to leave the institution. This use of psychotic mannerisms 
constitutes a character defense against anxiety rather than a true 
psychotic adjustment. Obviously both types of gain discussed 
previously are found in most patients. In addition to the primary 
vains, secondary gains assume increasing importance as time 
passes. By adopting the socially approved “sick” role, the patient 
is protected against social and super-ego retaliation for his other- 


wise unacceptable dependency. Many illustrations of this point 
can be found. 


A visitor watched a patient filling drug prescriptions in a_ hospital 
pharmacy. Later he happened to walk across the grounds with him, observ- 
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ing weird hallucinations, bizarre thought content and most peculiar man- 
nerisms. At lunch, he spoke to the pharmacist, expressing concern over 
seeing such a psychotie person in a responsible job. The pharmacist laughed, 
“He thought you were a hospital inspector who might discharge him; he’s 
been here a long time and only acts that way around strangers he’s not 
sure of.” 

[It might be argued that even casual examination of our psychiat- 
ric institutions would show that no person in his right mind would 
find secondary gratifications in this way of life. It is devoid of 
the usual satisfactions of life, including such basic ones as freedom 
ot movement and sexual gratification. The living accommodations 
and the food are usually poor. However, the hypothesis given 
assumes no “conscious” choice or decision. It assumes that the 
patient views himself as being without choice. The patient who 
once was overwhelmed by his own instinctual drives or environ- 
mental circumstances, against which his ego was powerless, will 
not exchange the protection of institutional life, restrictive as it 
may be, for the satisfactions to be found outside the protective 
institution. The situation is analogous to a patient with moderate 
physical debility who is placed on enforced bed care in a chronic 
disease hospital. He rapidly loses the use of his legs through dis- 
use, contractures occur, and he becomes a permanent, bedfast 
cripple. It is the treatment which has produced the disability; the 
secondary dependency is a psychological compensatory mechanism. 
The patient needed bed care initially; its injudicious, prolonged 
use produced secondary complications severely limiting his en- 
vironmental competency. 

If this hypothesis is accepted, why do certain patients become 
hospital dependent, while others leave the hospital? Retirement 
from the world into the anonymity and seclusion of a religious 


institution, as an escape from personal anxiety and worldly strife, 


has long been recognized and accepted. The institution is a refuge, 
often called “a retreat.” Now, retreat may be strategic, a device 
for gathering strength for the advance; it may also be defeat, a 
permanent regression from previously attained positions. Viewed 
as the psychological determinant of social adaptation, such retreat 
into an institution is directly analagous to the process of psychic 
regression deseribed by Freud.’ As he states it, persons who have 
experienced excessive satisfactions or excessive difficulty in an 
intermediate stage of psychic development will tend to return or 
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regress to that stage under later stressful situations. With pro- 
longed care, the institution becomes psychieally equivalent to an 
early dependent relationship, the oral-receptive period, which was 
highly gratifying and relatively stress-free. Secondary gratifica- 
tions are gained from the environment because of the sick role— 
through release from the usual social standards and by gratifica- 
tion from super-ego sources. 

A 32-year-old woman diagnosed as “schizophrenic behavior disorder” 
had been hospitalized five years, usually on the most disturbed ward where 
she was frequently assaulted by other patients. She did not demonstrate 
thought disorder, and was contactable. Asked why she acted in such a 
way as to be kept in rather unpleasantly violent company, she replied, 
“Because here I can do any damn thing I please,” and proceeded to urinate 
in the wastebasket. 

Character defenses will at times prove insufficient and neurotic 
symptoms become superimposed.* Secondary gains possible from 
illness are many, in this case we are concerned with those result- 
ing from the “sick” role. This role has definite gains of passive 
care, and is socially recognized.’ Social acceptance and excuse 
from usual standards of performance and behavior result. With- 
out this social condoning of aberrant behavior, severe environ- 
mental and super-ego penalities result. The gaining of attention 
by being sick is a reassurance and a promise of help and protec- 
tion, as well as a substitute for the satisfactions of being loved. 
Further, it constitutes a valid claim to the advantages of passively 
receiving from others, “Now I am not the one who has to act; 
they have to do it for me.” 

The sick role permits gratification of this longing for the pas- 
sivity of childhood when one was taken care of. The prolonged 
phase of dependence of the human child provides a basie sub- 
stratum of passive-receptive behavior, gradually replaced in ma- 
turity by active behavior. As maturation occurs, both the psy- 
chological and social facets of behavior are vulnerable to regres- 


sion under decrease in self-esteem, failure, or seemingly hopeless 
situations. With prolonged hospitalization, later-acquired active 
mastery is lost by regression to the oral-receptivity of early child. 


hood. The needs of the adult personality, such as for genital sex- 
ual expression and self-esteem through mastery of environmental 
challenges, are fulfilled by the substitute gratification of childhood 
dependency. 
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A 34-year-old-farm worker, hospitalized for eight years as a typically 
deteriorating hebephrenie schizophrenic, would giggle and converse with 
unseen persons whenever approached by the doctor. One day in the midst 
of this, he was informed, “You don’t have to act like a damn fool, I’m 
not going to kick you out of here!” His expression changed from foolish 
vacuity to genuine startled surprise, and he said, “I don’t?” <As, over 
several months, the doctor demonstrated his sincerity, the hebephrenic 
behavior markedly diminished. 

Our present-day emphasis on the necessity to be at once “in- 
dependent” and “a member of the group,” increases the intensity 
of the conflict between these two endeavors.’ The built-in contra 
diction in these social attitudes increases the anxiety of suscept- 
ible individuals, who feel they must choose either active independ- 
ence, with a feeling of being alone and unprotected; or social 
conformity, with protection and loss of independence. Under these 
circumstances, overwhelming anxiety may be evaded by regression 
to childhood dependency. Dependency is felt to be the same as 
protection, so that the circumstances under which the dependency 
is gained are less important than the reality of dependency. A 
mental institution in which anxiety is allayed by dependent pro- 
tection is infinitely preferable to freedom with anxiety. Removal 
from the institution becomes a threat to the established defense 
against instinctual anxiety; it is felt as a loss of external affection 
and protection against the inner conflict. Although the conditions 
vary greatly, all authorities (and institutions) express the for- 
mula, “If you obey, vou will be protected.”” In addition: “If you 
obey, you will be gratified.” When the individual has lost confi 
dence in his ability to obtain more mature gratification, or views 
losing the protection of the institution as lowering his defenses 
against intolerable anxiety, he will actively strive to maintain his 
secure, gratifying place in the institution. 

Kxperience has shown that this concept has significant thera- 
peutic implications in the treatment of chronie mental hospital 
patients. Technically, therapy is directed toward the psychotic 
symptoms as forming a neurotic character defense, rather than 
as expressing psychie disorganization. Ilospital dependency is 
the aim of the symptoms and is the important reality factor of 
the patient’s illness. Therapy seeks to make this defense unneces 
sary. In order to do this, the therapist must be firmly aware of 


the environmental realities of the situation, and interpret them 
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to the patient. The patient must be regarded as actively partici- 
pating in his environment, and his co-operation is essential to any 
attempts to change his established equilibrium. He cannot be 
treated as an object to be manipulated by various therapeutic 
modalities such as electric shock, leukotomy or drug therapies. He 
has usually had full trials of these and has continued to be a hos- 
pital inmate. 

One does not try to work through the primary gain of hospi- 
talization. Therapy must aim to create a primary source of emo- 
tional security in the patient, a source which can substitute for 
the security derived from hospital dependency and make that de- 
fense unnecessary. This is achieved through establishing confi- 
dence in the availability of help if needed, thus creating an “auxil- 
lary ego” which is the psychic derivative of the protecting hospi- 
al. The security of hospitalization fends off the anxiety which 
always threatens to recur, since, emotionally, the hospital is never 
lost. Stated as a formula this is: “I can risk living without the 
hospital, because at any time | can return to its protection!” Al- 
though one is still basically hospital-dependent, he seeks the addi- 
tional gratifications of non-institutional living. In many cases the 
dependency can be transferred to a specific person or specific 
authority outside the hospital, such as doctor, social worker, half- 
way house or out-patient clinic. All represent substitutes for the 
institutional dependency. Obviously, it is not enough to say to a 
chronic patient, “Go home now, you can come back if you like.” 
This does not provide for the necessary working through of the 
defense. The patient knows very well how badly he needed ex- 
ternal restraint and security on admission, and he must learn 
through experience that he is again able to be personally respon- 
sible and secure without the shelter of the hospital. Therapeutic 
efforts will fail if they lack foundation in the patient’s own mo- 
tivation to try to overcome difficulties. 

In the secondary gain of hospitalization, which must be worked 
through if the patient is to improve, the therapist needs to keep 
his own role and that of the patient firmly in mind. He defines 
hoth role and behavior to the patient. It is noteworthy that very 
few patients will admit that they need the hospital. They refute 
by simple denials any suggestion that their own disturbed con- 
duct keeps them locked up, “This is not a hospital, it’s a jail,” or, 


“Yowre keeping me here.” In both cases it is necessary to re-de- 
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fine repeatedly the social “sick” role the patient has assumed in 
the hospital. The therapist should not accept the patient’s defini- 
tion of the situation. As long as the responsibility for maintain- 
ing the hospital stay can be projected on the doctor or hospital, 
the patient can avoid punishment by his own super-ego. The re- 
gressive gratification of hospital care is rationalized as not the 
wish of the patient, but an unavoidable circumstance. If adequate 
personal motivation for giving up the passive gains of illness 
is to be found, the doctor must define his own role in terms of the 
social reality presented by the patient’s behavior. He must not 
permit himself to be used to cozen the patient’s own super-ego. 

At the same time, the therapist must maintain the patient’s basic 
confidence in the hospital as a protecting environment. He must 
state and sincerely mean that if the patient chooses the psychotic 
sick role in life, it is a decision that will be respected. Realistically, 
it usually is not possible to force a chronic mental patient to get 
well. If a power struggle develops between the patient and hospi- 
tal, the patient always has mastery of the situation because he will 
regress under stress to the disturbed psychotic adjustment which 
requires close hospital care. If he indicates for some time, verb- 
ally, or nonverbally, that he is interested in the proposition, it is 
explained. He can attempt a well-defined series of steps from his 
dependent status in which he is without responsibility, toward in- 
creasing freedom, in which he has responsibility. 

Should the patient become too anxious, he can request to be re 
lieved of responsibility and freedom in terms of convalescent 
status, open-ward residence, ete. If he is progressing beyond his 
capabilities to handle the situation, as shown by misuse of privi- 
lege or disturbed behavior, the therapist will step in, relieve him 
of the responsibility, and put him in a more controlled environ 
ment. The patient is told—and learns through experience—that 
the powerful therapist will protect him against his own weakness, 
maintaining the primary gain; yet he can overcome the need for 
secondary gains, by working toward greater independence and the 
real satisfactions of freedom and self-respect. 

This system has been followed for many years in many hospi 
tals. Its use as a conscious tool of therapy based on a pre-arranged 
understanding between hospital and patient is less common. In 
this context, the various therapeutic modalities, such as recrea- 


tional therapy, work therapy, and interview therapy, are impor- 
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tant resources whereby the patient can progressively develop and 
test his own self-confidence and responsibility within a protective, 
supportive environment. At all points, the patient must know that 
ultimate responsibility does not rest with him, but on a reliable, 
more powerful authority who can and will take over for him. 

A paranoid schizophrenic patient was released on trial visit and remained 
at a productive job with his family for three years. He received periodic 
notification of continuation of trial visit. Finally he was notified that be- 
cause of his prolonged adequate adjustment he was being discharged from 
the hospital. Two days later he was returned in a hyperactive, delusional 
psychotie state, resembling an acute exacerbation of his illness. He was 
placed in maximum security and informed that the discharge had been 
an administrative error which would be remedied. Within three days he 
was completely rational and inquiring as to when he could leave the hospi- 
tal. He was again discharged on trial visit and did not return. 

It is observed in many institutions that discharged patients will 
return to visit the personnel or sections in which they were for- 
merly confined. Some patients will do this repeatedly for many 
years, as though they simply wish to reassure themselves that the 
institution is still there. 


SUMMARY 

Prolonged hospitalization may cause “atrophy” of the patient’s 
self-confidence, through excessive dependent gratifications of an 
oral-receptive nature. Hospital dependency results, and the pos- 
sibility of discharge arouses such anxiety that the patient exhibits 
increased psychotic behavior with the effect of maintaining the 
hospital adjustment. Certain persons are excessively predisposed 
hy previous experience to develop this dependency. The basic pre- 
disposition, however, is rooted in the normal course of childhood 
development. 

llospitalization results in three major gains for the mentally 
disturbed patient: (1) primary relief from anxiety caused by in- 
stinctual impulses overwhelming the ego defenses; (2) secondary 
gains resulting from the socially-recognized “sick” role; and (3) 
the satisfactions of becoming an accepted member of a stable so- 
cial system. If a mental patient is hospitalized, the danger of 
chronic dependency must be recognized and guarded against. Lim- 
ited hospitalization is an important therapeutic modality, but as 


with other therapies, excess may cause secondary complications. 
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Therapy of the “chronic” patient seeks first to convert depend 
ence on the hospital as an ego-fortifying agent into a general 
confidence that help will be available if needed. Subsequently, the 
therapy aims to work through the secondary gains of illness by 
viewing psychotie behavior as resistance to giving up the hospital. 
For the purpose of therapy, the “chronic” patient is viewed as 
environmentally-oriented, his behavior as based in present reality; 


and his active co-operation as essential to any change. 


County Department of Public Health and Welfare 
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San Mateo, Calif. 
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AN APPROACH TO THE MEASUREMENT OF SUITABILITY FOR 
PSYCHOTHERAPY* 


BY HARLEY C, SHANDS, M.D. 


[NTRODUCTION 





The definition of a scientific investigation commonly includes the 
possibility of measurement. A famous physicist has said, for ex- 
ample, that the primary task of physics is to measure everything 
measurable and to render unmeasurable things measurable. As 
science progresses, more things become measurable, and the kinds 
of measurement undergo evolutionary change. When science was 
concerned with simple things, the problem was easily surmounted, 
but as the “objects” of science have become more complex, newer 
techniques have been required. In the contemporary scene, more 
and more problems, because of their complexity, have to be meas- 
ured not in terms of units (as of length and weight) but in terms 
of probabilities. We estimate statistically rather than “absolutely.” 
Before a complex thing can be discussed even in probabilistic 
terms, however, it is necessary to define it in some sort of repro- 
ducible way. This paper is an attempt to define a very complex 
variable, “suitability for psychotherapy.” A formal investigation 
of the problem is planned for the near future. 

“Suitability for psychotherapy” is a formulation supported by 
empirical data but “not proven,” providing a focal point around 
which a precise statistical investigation can be carried out. Briefly, 
the hypothesis states that those patients a psychiatrist is called 
upon to see can be roughly divided into two groups by a method of 
content analysis of verbatim recorded material. The two groups 
are those patients relatively (1) “suitable” and (2) “nonsuitable” 
for psychotherapy. Since there are indications that the “nonsuit- 
able” patients can be managed therapeutically by certain varia- 
tions in technique, the two groups will be termed through the rest 
of this paper “easy” and “difficult.” 

The “easy” group is that demonstrating a “basically reliable 
ego.” The judgment of the “basic reliability” of the ego is gen- 
erally one made “intuitively” by the experienced therapist. Empir- 
ically, certain individuals are readily assisted in solving problems 
and relieving distress by psychotherapeutic work, while others 
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are not. Experienced psychotherapists tend to agree in a given 
case as to whether the patient is or is not likely to respond well. 
Kmpirically again, the tendency to agreement is more a function 
of experience than of the therapist’s theoretical background; it 
may be repeatedly observed that experienced psychotherapists 
with widely varying allegiances have strikingly similar judgments 
about the possibility of working with given patients. 

This fact suggests strongly that experience is more valuable 
than intellectual knowledge in assessing the degree of suitability, 
and it further suggests that the skill developed through vears of 
working with patients in a psychotherapeutic context 1s a much 
more important consideration than the theoretical system to which 
the therapist gives explicit allegiance. The research proposed here 
is an attempt to find operational correlates to this empirical (or 
intuitive’) judgment. 


THe Speciric Hyporuesis 

The hypothesis can be stated in summary: Patients seen by a 
psychiatrist are roughly divisible into two great classes, those 
suitable for psychotherapy and those not so suitable. They will 
he referred to in this paper as the “easy” and the “difficult” 
groups. 

The difficult group may be differentiated in terms of several 
distinct personality characteristics : 

I. There is a conspicuous inability to describe feelings. These 
patients tend to describe symptoms and to appear quite blank 
when asked about feelings in an emotional sense. When a question 
is repeatedly put to one so that he feels compelled to attempt to 
describe a feeling, he generally attempts to convey the idea by 
trying to involve the other person, as for instance in an imaginary 
analogous situation. 

II. These patients display a special type of relatedness to others, 
especially to physicians. The “object” in this type of relationship 
is implicitly regarded as essential but is not overvalued. For ex- 
wuuple, the family doctor is seen as the only possible doctor to 
consult, but he is not described as particularly competent or help- 
ful. Members of the family are not praised, but there is much 
evidence of a great need to maintain the family relationship. 

[1]. These patients display an undeveloped (or impaired) ability 
to use the pronoun “I” in an emotionally meaningful context. 
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IV. They mention a number of bizarre bodily sensations, fre- 
quently described in metaphorical terms. These bodily sensations 
are related to, but may be differentiated from, somatic delusions. 

V. They display a very great deal of circumstantiality in their 
discussions with the physician. This circumstantiality resembles 
the rote memorizing which has been described as characteristic 
of some primitive peoples.’ 

In the next section of this paper each of these characteristics 
is to be discussed in detail, with the citing of pertinent material 
from interviews recorded in the recent past. In the concluding 
section of the paper, the possible significance of the personality 
pattern outlined here will be discussed, especially with relation to 
problems of psychosis and of psychosomatic illness. There are, 
further, a number of important heuristic implications relating to 
the emergence and function of specifically human (as differen- 
tiated from animal) emotional states. 


THE INTERVIEWING METHOD 

In the effort to demonstrate operationally the empirically ob- 
served data which separate the two groups of subjects, it has been 
necessary to work out a method of procedure for the interviewing 
process. This method is basically simple but it differs from stand- 
ard psychotherapeutic interviewing enough to require training on 
the part of the investigator. The primary goal is to keep the pa- 
tient talking with the least possible interference, so that the ma- 
terial will emerge as unmodified as possible. To this end, the major 
intervention of the interviewer is composed of stereotyped ques- 
tions: (1) those concerned with descriptions of feelings—* And 
then how did you feel?” or “What did that feel like to you?”—and, 
(2) routine questions dealing with onset, time and place relation- 
ships of various events, and so on. All these questions are aimed 
at eliciting descriptions of emotional data in the appropriate con- 
texts. 

Perhaps it is not amiss to say a further word about the difficul- 
ties of interviews of this type. The only manner in which this 
sort of material can be effectively displayed is by means of ex- 
tensive quotation; and in these days of limited space and high 
printing costs, the length of a manuscript dealing with a great deal 


of data of this sort may well dismay an editor, as well as tire a 
reader. It is hoped that in a formal investigation of the hy- 
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pothesis outlined here the various sorts and degrees of difference 
can be handled statistically without the necessity of prolonged 
quotation. For the purpose of demonstrating the basis of the hy- 
pothesis, however, some lengthy quotations cannot be avoided. 


I. DescRIPTION OF FEELINGS 
A. General Aspects 
The characteristics mentioned here may be demonstrated in 
two interviews with women patients of about the same age, the 
middle thirties. One is a woman with spells of “weakness” which 
seem upon investigation to be of the nature of conversion symp 
toms, of the classical hysterical type. The other is a woman with 
a long-standing severe asthma. The hysterical patient will be iden- 
tified as Mrs. E., the asthmatic as Mrs. D. Three observers agreed 
promptly that Mrs. D. would be difficult to work with, Mrs. FE. 
easy. The interviews were done by two different interviewers 
(Mrs. E. by H. C. S.; Mrs. D. by C. R. V.)* 
In the first place, compare the descriptions given of the first 
attack: 
Mrs. D. (difficult) Mrs. E. (easy) 


Dr.: I wonder if you could tell me any Dr.: What are they like? 


thing about the first attack? : : 
Pt.: Well the first one I had, I fainted 


rt: lon’t remember too much about how : m 
E do h about ho with it. The next one I waked and had 


the first one came on. The doctor told , 
; — zactaliit pia til ya it at night. Just wake up like I’ve got 


a lot of gas and then I’d start getting 
sick. That’s all I know. My _ heart 


starts pounding so I feel like I can’t 


my mother I was very sick and he told 
her that he didn’t know whether I would 
live or not. And back then it was about 
* awe. ner x have a crisis i 
Mi adavs b Oo! vou lave a CTISIS 1n 
: ‘ Fane aes breathe very well. 
pneumonia, the way I understand it, and 


it was about nine davs before he knew Dr.: Go on. 


whether I would live or die, and they | I llv | } ‘ 

| : bss usually have to get a doctor before 
sat up with me day and night. During “ : “ te ; 
K can, before theyll go away, but sti 
that time both of my ears were blocked " ‘ eC) ) awa) 


1 ; they leave me weak. 
up and then were lanced, and IL couldn’t ’ ¥ : 


hear anything. After I regained consci- Dr.: And could you tell me a little bit 
ousness I couldn’t hear anything for more about the first one, how it hap 


? 


several davs earin ame bac ; 
everal days, My hearing came back pened, what was going on? 


eradually, And the doctor told my 

mother then after I passed the crisis, Pt.: I got up, just got up in the morn 
he said that I would live but that I] ing to cook breakfast, was washing my 
would have some defect and it would hands, and I started getting sick and I 
possibly be in my lungs, and he told her turned to go back to my bed, and when 
to have some check-ups on my lungs by I did I fell. That’s all I know until 


‘The author wishes to thank Dr. Charles R. Vernon for permission to use the ma 


terial quoted from the interview with Mrs. D. 
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turn into TB, but 
months I guess 
ran and had a bad 
don’t even know 


treat me with the 


first attack? 

they used to 

break it up, but I 

about the first beginning of 


ising Powers Asthma Re- 


as a powder that you inhale, 


inhaled, and I 


oh, up till about 745 I 


my husband picked me up. Then I knew 
what I was doing. So he helped lay me 
on the bed and called the doctor, and 
she come and said she couldn’t put her 
hand on anything that could cause it 
unless I just got up too quick and I 
work, so she said, “Suppose you stay 
home and rest today, stay in bed mght 
much and see if you can get up,” and 
that’s what I did and I could get up. 
I was weak, but the next day I still 
wasn’t any better and I didn’t go to 
work; Wednesday I tried to go to work 
and I couldn’t. So I didn’t go to work 


my when I would at all. I still haven’t been back to work. 


g with cther medi I just don’t have any energy when I 


after I have them, no appetite. 

An immediate impression of rambling circumstantiality in the 
case of Mrs. D. stands in sharp contrast to a much greater use 
Mrs. KE. mentions naturally 
and with no apparent effort that the third day of her trouble was 
a Wednesday ; 
were. On the other hand, Mrs. D. repeats, as though she had mem- 


of particular descriptions by Mrs. E. 
she reports what the doctor’s specific directions 


orized it, a long explanation and prognostic evaluation given by 
the physician. When asked again about the first attack (25 years 
previous) she gives a description, not of her feelings or of her 
experience, but rather of the techniques of inhaling the “asthma 
relief” powder. It is difficult to avoid an impression that Mrs. 
Ki. is concerned with her disease in an entirely different way from 
that observable in Mrs. D.’s case; the latter patient appears to be 
seeing herself more as a sort of doctor’s assistant or student than 
as a suffering patient. She views herself in a manner so detached 
as to make one wonder who is the sick person; this sort of detach- 
ment is far removed from a mature objectification of one’s self 
and seems to rest upon an odd type of identification with the 
doctor, a point to which the writer will return. 


B. Specific Details 
In the second place, the words used to describe the attacks in 
the two cases are different. In spite of the fact that Mrs. E. com- 
plains of “weakness,” her description contains graphic statements 
about seeming to have difficulty in breathing; Mrs. D., on the other 
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hand, reports no sensation in her chest in spite of talking about 
pneumonia, asthma, and tuberculosis. 


In another pair of similar sequences between patient and doctor, 


one can contrast the descriptions given of a relationship to a sister 
in Mrs. D.’s case, and to a stepdaughter in that of Mrs. KE. Mrs. 
D.’s sister had died in the hospital; in the interview, Mrs. D. was 
asked to describe her reaction. Mrs. E.’s stepdaughter (aged 16) 
had gone to spend the night with a friend without asking permis- 
sion or making any explanation. 

Mrs. D. (difficult) Mrs. E, (easy) 


Dr.; How did this affect you? Dr.: And how did you feel about that? 
How did you feel about it? 


Pt.: Well I didn’t know she’d gone back to 
the hospital. We stayed with her day 


Pt.: Well it was upsetting to me. I mean 
[I didn’t want her to do anything like 
that. And I couldn’t figure it out. And 


and night all the time. Some member of alia -dascewhia- geastieal kar das-ahee wants 
our family and a special nurse had to SF ee a ae ee 
be with her all the time during the time hse Teen hie eel tn a 
of this real bad illness. And when she alind tay dhenk we, end che coll a 
got home then we were just so thrilled that I had nothing to do with it, But 
at having her home and all and never things like that just affect me, I don’t 
thought about her getting so sick again, lili: 
and I had been to see her on a Sunday 


and cooked some bread for her, and my Dr.: Affect you how? 
sister, she was staying with her then, ; : 
nies Pt.: Well they just upset me. 
had gone to the beach... (505 words se 
of similar description) ...So0 I was get- Dr.: Could you tell me a little what that 
ting ready to go sce her Tuesday after upset’s like? 
noon visiting hours, and they came and 
told me she was dead. She had died Pt: Well it’s just like a sickness, like in 
before I got there. the pit of my stomach | m a tingling or 
ee ee ene oe ee ee sick over it or something. I just don’t 
es ale el & H 


get over it. I worry about it, it’s on 
Pt.: Well it just, it made me feel bad. s 


¥ my mind all the time. Then she’s not 
I telt terrible because she died right by 


nice when she gets home. 
herself and just begging for somebody, 


begging for some member of her family  Dr.: And how does that make you feel? 


or a doctor. Some of the patients in : 
Pt.: Well that makes me feel bad. [ll say 


sometimes when she’s on her sprees that 


the room told me. 


Dr. How did it he n that you weren't ee . 
Ho : moe 4 agate : , it feels like needles and pins all over 
called, that you didn’t know she was in : ; : 
. me. I don’t know why it does that. It’s 

not that I don’t love her. I tell her 


that. I tell her it’s her ways. 


the hospital? 

Well I had been sick, and I think 
they thought that I just had too much 
on me and they didn’t tell me. Dr.: Needles and pins all over you? 


Dr.: How did you feel about that? Pt.: Yes. Not all the time. Just sometimes 
Pt.: Well I got on to my daddy. I said when she geis—well you just don’t know 
why in the world didn’t you let me how she does, and I can’t tell you ex 


know, and he said well I didn’t think actly how she does. If you had one to 
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Said, “I just get up and stomp up and down on the 
them see what they floor in front of you, that’s bigger than 
bout her, and they thought she you are, grab a hold of you and stick 
ight to stay.” her fingernails in you. It’s no use for me 
Dr.: Well, what sort of feeling did you to tell her that she can’t do so and so. 
have about it that he didn’t tell you? I'll do it. No use for you to talk to 
Pt.: Well I thought he was doing it for canis 
my protection. I didn’t—well, I do think Dr.: How docs that make vou feel? 
they ought to let me know about it. I 
had to find out the hard way. I found .: Well I usually just go off and cry 
| ninititontin tin found about it. Those episodes. Not all of 
he hospital, and them. 
around I found ee ee ee ee 
And then during j 
ments I told my Pt.: Yes it does. 
to take the baby ; 
bees “hie toe the feeling you get when 
He said well le 


I had too much already on me, t.: It’s just a relief. 

In these second two samples there is a sharp contrast, both in 
quantity and in quality. The “difficult” patient goes into great 
detail about all of the minutiae of the situation, describing what 
happened; but she does not mention any emotional reaction to it. 
When repeatedly questioned, she can only say that she felt “bad” 
or “terrible,” and this, not so much because of the loss, but be- 
cause of the fact that there was no member of the family there 
when the sister died. One has the impression that had someone 
heen there, the death would have taken place with the patient 
having no describable feelings at all. Instead of any mutual sorrow 
in her subsequent conversation with her father or any description 
of anger, she says that she “got on to” him because he had not 
made it possible for her to do what she would have expected her- 
self to do. On the other hand, Mrs. 


{ 
i., with a much less distressing 


situation, deseribes a play of emotion of a much more varied and 


appropriate type. She speaks of a “sickness, like in the pit of my 
stomach,” of a “tingling,” of “needles and pins all over.” She 
worries about it, and the problem is on her mind all the time. She 
can utilize and appreciate the tension-relieving emotional mech- 
anism of weeping. 

The description of the emotional experience may be different- 
iated on the basis of the tvpe of sensory data reported. The “easy” 
patient tends to report her experience in terms of sensations in- 
volving the skin, muscles, tendons, and viscera; she says “My 
heart starts pounding” and “She just keeps me like needles and 
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pins all the time.” In relation to the feelings of anger she says: 

“Well I do get angry with it, but I’ve never—I’m always easy going 

. I don’t know how to tell you, I always rather just get hurt myself 
as to hurt somebody...I just get mad, I don’t say too much, maybe | 
just sit down and ery. That's usually my angriness. If I get angry much 
I ery...1 just feel like I get real hot all over and I just start crying... 
I feel like my face that it will pop out of it when I get mad.” 

In sharp contrast to this picture, the “difficult” patient reports 
as from a remote standpoint: 

“T know that I’d have to be out—no I just know that I would have to 
be out of school a lot because I couldn’t breathe too well with these at- 
tacks of asthma. I don’t even recall how long they would last me at the 
beginning, but I would have to sit up day and night, you know, in a 
chair or lie my head over, sit and put my head on the table this way, 
and I know that we usually took castor oil and calomel and things like 
that.” 

The difficult patient says of the death of a brother, “He got 
killed in “42 on a motorcycle,” and in response to:a question about 
her feelings she said: 

“Well that was a blow, that was just out of the clear blue. It was an 
accident. He was working in Baltimore and he was killed out on the high- 
way, and he never knew anything in the time that, the way I understood, 
the car slowed up in front of him and came to a stop in front of him, 
and he hit the back of the ear and that threw him and all the motorcycle 
against the cement curb and bursted his skull, and he never knew what 
hit him... It was just anything sudden like that, it was just something 
unexpected ... well I don’t know any particular reactions I had from it 
except it was just a blow to the whole family. It hurt us all.” 

A similar contrast was observed several years ago in recorded 
interviews with (1) a patient with a reactive depression and anx- 
lety state which was sharply modified by a series of four inter- 
views and (2) another woman patient of about the same age with 
a schizo-affective psychosis. These patients were seen in the same 
series because they both had symptoms of depression, but the con 
trast between them in the degree of susceptibility to psychother 
apy was startling. The former patient, Mrs. E2., has been de 
scribed in detail in a previous publication.’ She reported that 
her depressive symptoms cleared completely after a series of four 
interviews. This clearing appeared to be a “flight into health,” 
but it was a remarkable change. The other patient, Miss D2., was 
seen in a series of approximately 30 interviews with little or no 
therapeutic result before administrative pressure resulted in her 
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undergoing a series of electric shock treatments. Characteristic 
ways of describing experience in terms used by these two patients 
follow : 
Mrs. E2. (easy) Miss D2. (difficult) 
panicky I’m too fair 
steamed up go around and help people 
I just blow keep myself in a constant dither 
getting all hot angry at myself 
going to choke can’t manage my affairs 
could smother criticize them 
hands get clammy lack of trust 
awful huffing and puffing feeling feel sorry 
excited 
frightened 
rving 
sinking feelings 
throat gets tight 
awful tired feeling 

To communicate the flavor of the difference in still another pair 
of examples, one may cite two young women discussing feelings 
about their fathers. In the first case, Mrs. D3. (difficult), a young 
woman with symptoms of anorexia and hypochondriasis, said in 
speaking of her feelings at the time of her father’s death: 

“Well [I felt] like anybody else would, I guess. Being really the only 
child it hurt pretty hard, but I accepted it because I knew it was one of 
those things that anybody has to experience... well I was hurt pretty 
deep... it hurt at the time that it happened, but I mean I didn’t let that 
try to worry me, to make me sick, because I just knew it was one of those 
things. I still miss him, but if I think of him I can get up and go on 
about my work. I don’t let it get on my mind as far as worrying over 
that.” 


This may be contrasted with the remarks of Mrs. E3. (easy) in 


connection with feelings about her father in the first of a series 
of therapeutic interviews: 

“T react because I don’t want to be told what I have to do because |] 
think my father used to always tell us what we had to do, and I react 
violently and just blow my daddy’s head off. Well I don’t as much in 
the last two or three years as I see more that it hurts him for me to fuss 
at him, and he’s doing all that he knows how to do, so now I just steam 
and don’t say anything and go home and blow it off. I can fuss about him 
at home and it goes off just as much and my husband doesn’t seem to be 
bothered by it and so gets it off, but I mean it’s that terrible reaction that 
slows down my output again, you see.’” 
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Il. RELATEDNESS TO OTHERS 
Some aspects of a patient’s relatedness to others are demon- 

strable most forcibly in his relation to a doctor. Rationally a pa- 
tient should judge the competence of a doctor (on the basis of 
“caveat emptor’), and, if dissatisfied, might be expected to con- 
sider the possibility of changing doctors. Many patients in the 
“difficult” group, however, discuss the relation to the doctor as 
though it were a familial relation rather than one in which the 
patient employs the doctor. These patients tend not to change 
doctors when the latter cannot satisfactorily account for their 
symptoms. Rather, they tend to feel embarrassed by the doctor’s 
inability. One extremely obese patient said: 

Pt.: Well I don’t know. I just don’t have fever. That’s the reason I had 
a ruptured appendix: they kept me in the infirmary at college for a 
week and the doctors didn’t do anything but turn back the sheet and 
go call another one. And that’s the way it’s always been. I had to get 
so sick before—I’m not as sick as I usually am—but I usually had to 
get so sick before anybody does anything, and of course I never look 
sick. And that first thing is “Do you have fever?” “No.” Because I 
know when I hurt and where I hurt—it’s not in my mind. I like to go 
and do too much just to sit around and grunt. 

Dr.: It makes you pretty mad sometimes when doctors won’t believe you, 
when you haven't got a fever? 

Pt.: No, it doesn’t bother me because I just feel like that’s one more added 
to them. It doesn’t worry me like it used to. 

Dr.: Worry you? How? 

Pt.: Well, wouldn't it worry you for someone to say you’re not sick when 
you know how badly you feel? 

Dr.: Well, what was that worried feeling like? 

Pt.: I don’t know how to express it. Haven't you ever been sick? Don’t 
you know how those things can make you feel? It’s embarrassing for 
doctors to sit around and say there’s nothing wrong with you. 

Dr.: You feel embarrassed? 

Pt.: Yes, I do. And they can’t find the trouble. I don’t expect every- 
body to find trouble. I know I’m not in the book. 

Dr.: Not in the book? 

Pt.: That’s the way so many doctors expressed it to me: “You’re just not 
in the book.” That’s just doctors’ expressions. I’ve never felt like I 
was a freak. I certainly wouldn't have gone out and had a good time 
because I have every minute I can. I think it would annoy you, too, 
if you wanted to go places and you couldn’t do them. Like you have a 
good hunting trip planned sometimes like I have. I enjoy hunting. 
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When my husband was living we did quite a bit of bird-hunting. 
And a man in discussing his illness: 

Dr.: You get pretty discouraged, do you, about going from doctor to 
doctor with this complaint? 

Pt.: Yes, yes it gets pretty discouraging, especially when they can’t find 
anything. You wouldn't care if they could just locate a little some- 
thing, but everything’s perfect. 

Dr.: You’d sort of like for a doctor to be able to find something? 

Pt.: Yes, I sure would. I tell you it’s embarrassing to always complain 
and can’t find anything. 

Dr.: Embarrassing? 

Pt.: Yes. 

Dr.: How do you mean? 

Pt.: Well they think you’re putting on. 

Dr.: Who is they 

Pt.: Your friends or your wife or anything. You know, everybody thinks 
they can’t find anything wrong with you bound to be all right. And yet 
these attacks hit you, you just can’t keep going. 

Dr.: You get the impression they think you're goldbricking? 

Pt.: Yes. Well after you've gone this long, been to four hospitals, it’s 
pretty embarrassing. As a rule I love to work. I used to could really 
go. I’ve slowed down a whole lot. 

Dr.: Can you tell me anything more about the feeling that you get when 
these spells ecome on: 

Pt.: The first thing I notice is I’m rubbing over my eves, and my eyes 
want to close. I get sleepy, my eyes want to close. That's about all 
there is except there's a tog right over your right over here. I thought 
of my eyes, I thought of everything and I can’t figure out what happens. 

Dr.: The foggy feeling, what’s that like? 

Pt.: It’s, I don’t know, clouds settle down over your eyes. You just can't, 
you just can’t think good. 

Dr.: You ean’t think? 

Pt.: No you ean’t think good. 

Dr.: Well what sort of thinking have you tried to do that you find you 
couldn't do? 


Pt.: Well like answering a simple question like you'd ask it’s liable to 


take more effort than it used to be. You ought not to have to think, 

but I have to think my answers. 

The irrational relation to the doctor culminated in a remark- 
able feeling of helplessness in a female patient (difficult) with a 
bleeding ulcer. The doctor first came and gave her a hypodermie 
injection. She had a number of curious feelings (“air coming out 
my ears with every heartbeat”) which she interpreted as mean- 
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ing there was something wrong with her heart. She could not 
sleep but managed to lie quietly through the night. When asked 
if she had wanted to eall the doctor, she said that she did not think 
he could do much for her and added, “And he didn’t,” but when 
she was asked if she had confidence in him, she said yes, that he 
had been their family doctor all the time. 

She maintained that she continued to have confidence in him 
and at the same time said that she could tell by her own feelings 
that he was not doing any good. She said he thought it was nerves, 
but she knew that nerves did not make a person’s heart beat fast 
like hers did. Following a series of transfusions, she began to 
feel much stronger, but then her helplessness was again demon- 
strated. The nurse came around with the laxative and a sleeping 
pill. The patient wished to refuse them, but she could not, espe- 
cially when the nurse said that everyone got it. In reviewing this 
experience the patient further denied that she had any hard feel- 
ings toward the nurse but at the same time said she feels strongly 
that she should not have gotten the laxative. She said that she 
had never been in the hospital before and did not know what to 
do. She felt she needed attention she was not getting. She did 
not see the doctor, but she did not call him because she knew 
he was busy. She felt the hospital attendants were doing all they 
knew how. 

She felt individually helpless even in her attempt to get out of 
the situation which seemed so dangerous to her. When her hus- 
band came, she said to him, “If you don’t carry me somewhere 
else I'll die here.” When in the interview, the writer asked her 
if she was frightened, she said with a smile, “You'd want to move 
to another place, wouldn’t you?” After the husband took her home, 
the doctor came again. Again, he gave the patient to understand 
that he thought she was just being nervous and gave her a seda 
tive. The patient thought she was going to die but said she had 
no anxiety about it: In the first place there was no use in getting 


hysterical (“I try to keep myself calm”); and in the second place 
she felt very much that her soul was all right and that she would 
“oo to rest.” (“God will take care of ine.’’) 


I]. Use or Lxappropriate Pronouns 
Not only do “difficult” patients tend to use more distant words 
in describing feelings, but also they tend to speak of themselves 
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while using pronouns appropriate to others. Perhaps the most 
frequent use is of the second person. For example, a patient with 
a peptic ulcer and angina pectoris mentioned that his mother died 
several years previously and that he was distressed. When asked 
to describe the distress, he said “Well haven’t you had anybody 
in your family die? It’s just like that.” This method of express- 
ing one’s self rests upon an assumption that the experience of 
every human being is identical with that of every other one. 

[t is sometimes possible to find that an insistence upon a de- 
scription of feeling has two effects. In the first place this insist- 
ence is clearly felt by the patient to be pressure, and the reaction 
to it is irritation, although the “difficult” patients may deny a 
feeling which is so clearly communicated to the doctor. An ex- 
ample of this may be quoted from the report of an interview with 
a patient with asthma: 

“When I try to get her to describe what seem to be the essential 
factors involved in her feelings, she finds herself totally unable to give any 
information on this. The first thing she says is that it is much worse than 
pain. She feels she can stand any kind of pain—When you have pain, 
you ean still get your breath.’ When pressed somewhat further, she says, 
‘Have you ever had trouble like this?’ then examines the situation for 
a while and comes to the conclusion that probably not. Finally when pushed 
again she says with some exasperation, ‘Haven't you ever talked to any- 
body with asthma before?’ Again coming back to this, ‘You feel as though 
you're done for, you get stiff all over,’ describes how tendons stand out 
all over her neck, the doctor said she looked like she might be having 
lockjaw.”’ 

With a judicious amount of pressure on the part of the inter- 
viewer and the development of some feeling of confidence toward 
the end of an interview, the patient sometimes can begin to make 
progress toward describing feelings in particular terms, with re- 
lation to himself and with some mention of the visceral com- 
ponents. 

The use of inappropriate pronouns merges into the use of gen- 
eralizations such as “everybody,” “anybody,” and “they,” partic- 


ularly in some types of psychosis, such as paranoid schizophrenia. 
Such a patient talks about what “they” are going to do, and it is 
impossible to get him to describe the referent of this plural 
pronoun. 
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[V. Bizarre INTERPRETATIONS OF SENSATION 

The patients in the “difficult” group report many bizarre inter- 
pretations of sensations. A mild form of this is in the descrip- 
tions of “autonomous” organs. For example, with reference to a 
weak and drunken feeling, a patient said “Well your head wants 
to go around which of course makes you feel like you’re drunk.” 
Again, in one of the excerpts quoted here, the patient says, “The 
first thing I notice is I’m rubbing over my eyes and my eyes want 
to close. I get sleepy, my eyes want to close. That’s about all 
there is except there’s a fog right over your [indicating his fore- 
head] right over here.” 

In a somewhat more remarkable form, the patient’s description 
implies some kind of “inside” independent agent responsible for 
the sensations. A severely disturbed young woman who had had 
symptoms ever since the birth of her first baby insisted that there 
was “something a-cutting and a-cutting” in her lower abdomen 
and that the only way that this would be relieved was by means 
of an operation for the removal of this cutting thing. Many pa- 
tients describe “gnawing” feelings. One patient insistently de 
scribed a gnawing, pulling feeling in her abdomen and a feeling 
of something dying in her brain. When associations were urgently 
requested, she thought of rats but denied that this had any signifi- 
vance. Another patient described heavy feelings. “Just like some- 
thing was pulling me down.” Afterward, as she was discussing 
the possibility that “worms” were at the root of her trouble, she 
said, “And I just wonder if 1 had worms, and I was in, all the 
turpentine I was in, and if they stirred those worms up and they 
started making me sick.” 

Another of the rather bizarre ideas encountered is exemplified 
in material from a woman who has what she calls spells of “in- 
flation” of her lungs. She said: 

“It felt like somebody blowed me up with a bieycle pump, vou know, 
it felt full. It seemed like the air wouldn’t come into my chest. I just 
had difficulty getting any air in there, that was all.” 

As a method of treating this problem, the patient has to have 
air blown at her by means of fanning. She said: 

“When I get in front of air I can breathe easier and get some air in 
... the fight for air isn’t as hard on me because | can breathe it, vou 
know, I can get air in, I can feel it coming in. In other words when it’s 
hot, you know, it just seems like it has more of a smothery feeling when 
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I can’t get it in... where I have my own home then I just have an electrie 
fan put on at the foot of my bed and then let the breeze come up the 
leneth of the bed on me.” 

This feeling seems to rest on the assumption that air coming 
at her will be easier to breathe in than air at rest, presumably 
because it has a head start. 

Still another bizarre feeling is an inability to estimate certain 
fairly routine things about the body image. This was most clearly 
demonstrated in material from a woman with hypertension who 
talked about why she had to keep moving most of the time. She 
said: 

“T just don't love to go to bed, I just don’t want to stop, I’d rather be 
a-working. I just feel nervous and I can't go to sleep. I be shaky like 
...my hands feel like—you feel like vou ain't nothing sometimes and 
then you're big. You feel like you just ...1I don’t know, I can’t tell you 
how... you just, I maybe lie down and I feel like I’ve got to move or I’ve 
got to twist and turn and then I feel like maybe I feel like I’m a little 
bitty thing or a great big thing.” 


V. CIRCUMSTANTIALITY 

With respect to the circumstantiality which these patients dem- 
onstrate, reference may be made first to the interview with Mrs. 
1). in her discussion of her sister’s illness, part of which has been 
quoted. In the omitted section of 505 irrelevant words, she goes 
to great lengths to describe details about the sister’s child, her own 
children, what this person did and that person did, what the other 
patients in the hospital said, and so forth and so on. In an inter- 
view with another patient, a further demonstration can be made. 
This woman discussed symptoms of nausea, dizziness, headache, 
weakness, with symptoms in her muscles, throat, tongue, head, eyes 
and so on. She gave a detailed account of her experiences with her 
local doctor. He first treated her for an infection in her tubes, 


then for a hormone deficiency, then for a vitamin deficiency, then 


for hookworms, then for hookworms again, then for pin worms 
and finally suggested that the whole problem might be traced to 
gas leaking in her kitchen. Once started upon some such tale as 
this, the patient tends to go through it in detail, but always pri- 
marily in terms of the doctor’s actions, prescriptions and explana- 
tions. It is particularly notable that at no time in this long sequence 
did the patient express any lack of confidence in the physician, 





HARLEY (. SHANDS, M.D. O15 


in spite of the repeated demonstration of the inefficacy of his ther- 
apeutic maneuvers. 
DiscussION 
I. THE SIGNIFICANCE OF THE PATTERN 

The explanatory hypothesis which most satisfactorily covers the 
data presented is that a patient in the “difficult” group has a per- 
sonality organization which is relatively primitive. The term 
“primitive” is preferred to “immature” because of the impliea- 
tion in “primitive” that the organization has been stabilized in 
this form. Many cultures are composed of primitive persons of 
varying degrees of maturity. 

It is perhaps useful to review the characteristics described and 
to attribute significance to them. First, the possibility of describ 
ing feelings as individual experiences is an unexplored one in these 
patients. They take the occurrence of states of emotion for granted, 
but they presume that these states are common to everyone; and 
they tend to be evoked, not by a description from “inside,” but 
rather by reference to the stimulus. The patient implicitly as- 
sumes that there is a standard response to a given stimulus (for 
example, as in one case cited, the death of a parent), and that to 
refer to the situation is enough to define the emotional response. 
This implies that parent-child relationships are standard and 
that the reaction of one person to a loss is the same as that of 
another. 


This same tendency shows in descriptions of relationships to 
physicians; in a primitive tribe it would not occur to a sick indi- 
vidual that any attendant other than the medicine man could be 
utilized. In such a case a failure on the part of the medical at- 
tendant is more like an impersonal catastrophe of nature (a flood 
or earthquake) than like incompetence on the part of a single 
person, 


In both his relation to doctors and to members of his family, 
the patient in the primitive group implicitly assumes an immu- 
table hierarchical structure, as evidenced by a marked difference 
in feeling states related to “higher” and “lower” persons. Two 
patients displaved significant feeling only in relation to their chil- 
dren. In one instance, a patient wept in speaking of her barren- 
ness, When saying her son was adopted; and the other patient wept 
when talking about her distress that her children were too poor 
to be able to wear clothes as good as those of other children. A 
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sort of taboo can be assumed, directed against the expression of 
emotions in relation to persons superior (doctors, for instance) in 
the hierarchy, almost as though feelings represented a presump- 
tion. 

The bizarre sensations of which these people complain are in 
part animistic explanations of sensory data. Vague sensations 
are interpreted as a “gnawing” or “biting,” with a suggestion that 
there must be some sort of entity doing the gnawing or biting. 
There is an inability to understand how feelings might be related 
to disturbances in the human environment rather than in organs. 
A feeling is attributed to an organ—it must be “my stomach” or 
“my intestines” or “my gall bladder” if it is of abdominal origin. 
These patients are clearly able to differentiate, and to test reality, 
but it is sometimes necessary to look carefully, in order to clarify 
the distinction between animistic feelings of this type and so- 
matie delusions. 

Another aspect of the bizarreness of explanation is found in 
analogies. The patient who described how much more easily she 
could breathe when fanned is obviously operating here on the basis 
of an assumption that air blown at her with some force will enter 
her lungs more easily. This feeling, particularly with relation to 
air, is not at all uncommon. Dyspneie patients feel some relief 
when the window is opened or when they go outside—in spite of 
the fact that it can be clearly shown that the oxygen content is 
no different in any of these instances. Explanations of this type 
are reminiscent of the “bad air” explanation of malaria or of 
the “wandering uterus” theory of hysteria. 


If. THe Primitive FRAME or REFERENCE 

These ways of thinking and expressing themselves define a 
restricted type of inferential system by means of which these 
“primitive” patients understand and evaluate the data of their 
experience, A leading characteristic of this system or frame of 
reference is its assumed universal validity. This assumption is 
unconscious rather than conscious, since it is obvious that many 
patients of this sort know at an intellectual level that different 
possibilities exist. These possibilities, however, do not exist for 
them emotionally. A colleague commented, “They don’t know 
they’re unhappy.” 


The unconscious assumption is that one person’s experience is 
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similar to another’s, that all human beings have (or at least should 
have) the same sort of values, and that there are general rules 
governing behavior. Events from the past tend to be described 
in a detailed narrative fashion without weighting certain items 
as more significant than others. This framework defines a pre- 
dictable universe; where prediction fails, ritual methods of solu- 
tion are prescribed; where ritual fails, the responsibility devolves 
upon a supernatural power. 

This frame of reference is group-oriented in a highly specific 
way. The point of view from which the description of a single 
individual’s experience is made is rather that of an outside than 
an inside observer. In the medical situation, which is a microcosm 
of the social situation, this sort of patient tends to take the point 
of view of the doctor. He describes tediously what this doctor did, 
that doctor said, another doctor prescribed, and so on, and on, 
and on, concealing in this process the essential data of his own 
experience. In the role of the outside observer, he tends to treat 
every datum as of equal significance. He cannot pick out those 
to which he reacted with the greatest amount of affect—those 
which provoked in him the greatest amount of anxiety. He can 
he said to be not identified with himself.‘ 

Another way of saying this is to say that the patient is social- 
ized to the extent of being adapted to a certain restricted group 

but he is not individuated. He does not see himself as a unique 
experiment of nature, with the capacity of observing and describ- 
ing those reactions of his own which relate him to, but differ- 
entiate him from, everyone else in the universe. 

Before coming back to the problem of the significance of this 
type of relationship to the world, with reference to the problem 
of disease, it may be of value to point out three different types 
of affective experience. In animals, particularly in wild animals, 
affective experience accompanies action. The emotional display 
going along with an attack upon a food animal is a part of the 
attack rather than a representation of an attack. At the opposite 
end of the spectrum of emotional expression, the controlled human 


being, giving a vigorous but measured expression to his anger, 
is performing an act which has primarily symbolic significance: 
it effectively represents an attack. The human being is express- 
ing a particular feeling in relation to a particular object from his 
own standpoint. Between these extremes is the possibility of the 
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control and expression of emotion through the group by means 
of ritual activities. The patient who expresses his emotions by 
ritual participates in those experiences which everyone else shares: 
standard methods of expressing grief, anger, Joy, sorrow, and so 
on. But simply because these are standard generalized methods, 
they tend to impress the observer as stereotyped and not person- 


ally meaningful. 


[1]. ReLarionsuipe To ILLNEss 

The entity described by these ritual aspects may be termed a 
“primitive core” in thinking. The notion that such a primitive 
core exists is by no means novel; previous attempts to define it 
have utilized intuitive judgments and historical descriptions of 
relationships more than they have used methods of content ana- 
Ivsis of interviews. Two previously described entities are taken 
to be roughly equivalent to this “primitive core.” The first is 
Ludwig's so-called “psychosomatie core.”” For a number of years, 
Ludwig has been interested in certain problems of identity and in 
extremely deviant and violent fantasies which may be recovered 
in working with “psychosomatic” patients in psychotherapy over 
a long period. Second, in a different setting, Ruesch® has dis- 
cussed the “infantile personality” which he sees as the “core 
problem” of psychosomatic medicine. He has pointed particularly 
to the type of dependent relationship developed by psychosomatic 
patients. 

Both observers see, within the complex manifestations of psy- 
chosomatic disease, an entity that significantly predisposes to the 


development of the illness. In this respect, the present writer 


would agree, but also would suggest that the same entity is signifi- 
cantly present in the thinking of primitive persons, whether sick 
or well. This is to say in effect that there is a group of charac- 
teristics which can be defined by content analysis of recorded in- 
terviews, and that these characteristics will be significantly posi- 
tively correlated on the one hand to the sort of culture from which 
the person emerges and on the other hand to the sort of disease 
from which he suffers. 

There are then a number of questions which arise for which 
only hypothetical answers can be adduced. One of these questions 
is: Why do some primitively organized persons develop these 
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diseases and others not? Further: Why is it possible to find psy- 
chosomatic¢ disease among sophisticated people? And, third: What 
therapeutic implications are there in this respect? 

In answer to the first question, the writer would say that a 
person tends not to develop a psychosomatic disease as long as 
he is able to carry out successfully the roles assigned to him by 
the exigencies of living in his own culture. Where his ritual per- 
formances satisfy the demands of himself and of the others in 
his group he tends to remain well, He is very precariously de- 
pendent, however, upon, not only the persistence of the definition 
of the role which he is occupying, but also on the maintenance of 
a relationship to an appropriate “reciprocal role occupant.” It 
sometimes occurs that states of illness follow aberrant behavior 
on the part of a reciprocal role occupant, as well as following the 
loss of such a person. For example, a woman appeared to be 
very severely disturbed when her husband began to pay attention 
to another woman; and she stated emphatically that the only way 
in which the doctor could help her would be to make her husband 
behave properly. It has been suggested that a sharp increase in 
the instance of psychosomatic illness occurs in migrants from 
primitive cultures to sophisticated urban ones; if this is true it 
would fit in readily with this hypothesis. 

Another partial hypothetical answer concerns the relation of 
the primitive core to individual development. It is easy to assume 
that, not only does membership in a culture at a low level of de- 
velopment tend to lead to the persistence of a so-called primitive 


core of thinking, but also that, under pathological circumstances 


in a more sophisticated culture, individuals may be left with a 
“primitive core.” For a person to become flexible enough and 
mature enough in his personality development to withstand intense 
stresses, it is first necessary that he have an appropriate role 
model (or series of role models) and second that his relationship 
to his model be of adequate intensity and duration. Where the 
model is not satisfactory or where the length of time or the in 
tensity of the experience is inadequate, one can expect some or 
all of the signs of primitivity. It has long been known that some 
significant relationship exists between psychosomatic disease and 
psychosis, and this hypothesis would fit in well with this idea. 
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LV. TREATMENT IMPLICATIONS 

The hypothesis discussed here provides a somewhat more ex- 
plicit theoretical support than formerly for certain fairly well-rec- 
ognized empirical generalizations which have been worked out 
through experience with the problem of handling patients with 
psychosomatic illness. Using Freud’s metaphor of the chess game, 
it has long been known that these patients cannot play the game by 
the usual rules. Two principles have attained empirically a well- 
established place in the treatment of patients of this type. These 
two principles are that the therapist must make arrangements to 
be constantly available to the patient, at least by telephone, and, 
second, that the therapist must be much more active in the estab- 
lishinent of a relationship than in ordinary psychotherapeutic 
work. 

In terms of the hypothesis here presented, these two principles 
mean that the therapist must insinuate himself into the patient’s 
“social orbit” as a real participant, even though of a limited type. 
[It is only after having gone to great lengths to establish a relation- 
ship with the patient that the therapist can begin to point out 
to the patient his lack of flexibility in the face of a changing world. 
It is frequently observable that the mere establishment of a rela- 
tionship appears to be of major benefit in ‘the alleviation of the 
patient’s symptoms. The process of attempting to change basic 
frames of reference in the patient is one which must of necessity 
he extremely prolonged, slow and incomplete. 


SUMMARY 

As a first step toward the measurement of the complex variable, 
“suitability for psychotherapy,” this essay defines this variable 
by a set of criteria. These criteria may be applied to content 
analysis of transcribed interviews; and they allow a differentia- 
tion of patients into “easy” and “difficult” candidates for psycho- 
therapy. In the “difficult” group, patients: (1) cannot describe feel- 
ings; (2) they exhibit relationships in which the “object” is essen- 


tial but is not overvalued; (3) they tend to use nonspecific pro- 
nouns; (4) they make bizarre interpretations of sensations; and 
(5) they display circumstantiality in their accounts of past ex- 
periences. 


The relation of these criteria to a primitivity of character struc- 
ture, and in turn to the problem of psychosomatic illness, is dis- 





HARLEY C. SHANDS, M.D. 521 


cussed, Some implications in the development of “human” emo- 
tional states are briefly suggested. 


Department of Psychiatry 
University of North Carolina School of Medicine 
Chapel Hill, N. C. 


REFERENCES 

Freud, Sigmund: Further recommendations in the technique of psychoanalysis, 
1913 Collected Papers, Vol. II, p. 342. Hogarth. London. 1948, 

Bartlett, Frederick: Remembering. Cambridge University Press. Cambridge, Eng 
land. 1950, 

Shands, Harley C.: Alterations in the “field” in a brief depressive episode. Arch. 
Neurol. and Psychiat., 72:455-472, October 1954. 

Tausk, Victor: On the origin of the “influencing machine” in schizophrenia. 
In: The Psychoanalytic Reader, Robert Fliess, editor. Vol. I. International 
Universities Press. New York. 1948. 

Ludwig, A.: Comment in case discussion in: Miles, H. H. W.; Cobb, S., and 
Shands, H. C.: Case Histories in Psychosomatic Medicine. Norton. New 
York. 1952. 

Ruesch, J.: The infantile personality as the core problem of psychosomatic disease. 
Psychosom, Med., 10:134-144, May-June 1948. 





PSYCHOANALYSIS, MODERN ART AND THE MODERN WORLD 


BY HERBERT HENDIN, M.D. 


Since the birth of psychoanalysis, there has been psychiatric 
interest in art and the artist. Early analytic interest centered on 
the psychological interpretation of individual works of art. More 
recent attention has focused on the creative process. Most signifi- 
cant and least emphasized, is the fact that modern art should be 
of concern to the psychiatrist, psychologist and psychoanalyst 
because it is a sensitive reflector of the social and psychological 
currents of our era and can help illuminate these currents. 

In his art, the artist reflects the specific pressures of the 
modern world despite the fact that artists in our time seem more 
cut off than most groups from the rest of society. For art is a 
reflection of the cultural flux of the era whether or not the artist 
disowns the culture or the culture disowns the artist. In our times 
this disowning has been very evident. Criticism of modern art 
has been based on its unwillingness to deal with contemporary 
problems. The artists have proclaimed their freedom from any 


such responsibility. Nevertheless, our artists have not escaped 


the influence of our culture, the desire of some to do so being more 
significant here than the tipossibility of so doing. 

Some of the confusion stems from the failure to distinguish 
hetween the artist’s being concerned with psychosocial factors 
in our society and the artist’s reflecting these factors, whether he 
is concerned with them or not. There is no problem when the two 
correspond, as in the Ash Can school of art of Henri, Glackens, 
Bellows, Sloan, and others, and this group’s literary counterpart 
in the novels of Dreiser and Sinclair,—the outgrowth of the whole 
social protest movement in the United States at the turn of the 
century. However, for the most part the artist is not a self- 
conscious mirror of his time, and he reflects his period in his 
technique, organization, and use of line and mass, as well as in 
his theme. Thus the nude painted today is a rather different one 
from that of Renoir as his were different from those of the Renais- 
sance, though the theme is the same. 

The psychoanalyst’s concern with these questions stems from 
his daily occupation with the psychosocial reality of our times. 
A patient with a neurosis may deal with this reality in his own 
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unique way but he is an excellent barometer of the social forces 
in our culture that are sources of stress and pressure for all of 
us. The analyst thus has a singular advantage over the social 
historian in evaluating the dominant pressures in the culture in 
which he works. The analyst must further be attuned to all other 
possible sources of information concerning the cultural pressures 
and forces at work on himself and his patient. Our art, literature, 
music, philosophy and general scientific thought are such indieca- 
tors, and the analyst can use them to help confirm or reject his 
own observations. The knowledge he gets, through his own work, 
of these dominant pressures helps to explain and understand to- 
day’s art, literature, science and philosophy. 

Furthermore, for analysis to survive and grow as a therapeutic 
technique, any analytic frame of reference will have to reflect the 
fact that patients are being treated in a changing world. This 
presents to therapists, from generation to generation, a difficult 
but challenging and fascinating task. 

What in brief are the dominant psychosocial pressures today 
that the psychiatrist sees operating in his daily work? 

To begin with, one sees the competition for success based on 
creative individual initiative grow harder and harder. This is true 
in all fields from baseball to business, from acting to physies. The 
voung and the competent are confronted with thousands of others 
equally young and competent. This has been further heightened 
in a direct manner by the entrance of women into the competition 
and indirectly through the greater demands they place on their 
husbands for increased success if they themselves retire from the 
arena. Today, success Is no longer simply a question of a new idea 
or enterprise or greater determination, but is, rather a question 
of the capacity to fit smoothly into the hierarchical structure of 
pre-existing large organizations, and one sees this as leaving the 
individual with a feeling of relative impotence. Paradoxically, 


the same generation that has had to contend with the problem of 
organization has also been exposed to the danger of the total chaos 


that would emerge from an atomic war. 

The impact of this on modern man is all the more acute, since 
his values with regard to individualism are really those of an 
earlier era where the situation was very different. 

Most of these values arose in the last century with the flowering 
of capitalism as part of the industrial revolution and the unprece 
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dented opportunities this gave for achievement through indi- 


vidual initiative. Success stories based on perseverance, patience 


and intelligence were not mere ly the products of the fiction of the 
romantic era; to the contrary, some element of romantie optimism 
seemed justified. In western society as a whole, a fixed class strue- 
ture had been shaken, and movement up the economie and social 
scales was possible for whole groups of people for whom it had 
not been possible before. If hopes olten were generated to aim 
higher, and if these hopes were not fulfilled, there was at least 
understandable reason for the hoping; and suecessful examples 
were common. Furthermore, in this process, individual happiness 
became a more self-consciously pursued and socially acceptable 
aim. It was no accident that Freud and analysis itself were phe- 
nomena of a century that put such a premium on individual fulfill- 
ment and happiness. 

The growing increase in the contemporary competitive pressure 
inay be missed by an economist paying attention to the vastly 
elevated standard of living, particularly in the United States, but 
not I the psychiatrist Who sees people and the lnpact of eco- 
nomie factors—aimong others—upon them. Our elevated standard 
of living, encouraging as it is, has swelled the number of persons 
seeking all positions, starting with entrance to the better colleges 

a relatively easy matter 50 vears ago. Furthermore, our greater 
wealth has resulted in more and more desire for so-called luxury 
eoods which are no longer considered luxuries, so that, from the 
new car to the new home, the quest is endless. The ceaseless pur- 
suit of new material goods can be observed by anyone, but only 
the psychiatrist with a knowledge of psvchodynamics 1s In a posi- 
tion to pick up the effects on the individuals in our society of the 
increased competitive struggle. 

Ile is the daily witness of the frustration, rage and anger that 
are engendered by thwarted ambition. He sees—-and, most psy- 
chiatrists think, with increasing frequeney—the number of men 
who give up the struggle and take refuge in homosexuality. He 
sees others in whom omnipotent fantasies of accomplishment re- 
place genuine productive efforts. He sees the competition become 
cut-throat and sees people viewed as objects to be manipulated, 
handled or seduced; and often his patients want from him no more 
than a course in the technique of doing these things more effect- 
ively. On the less serious side, although at times pursued with 
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the most serious intensity, he sees the symbols of prestige, rang- 
ing from size of office to executive-washroom privileges, that are 
valued and that temporarily give the feeling that one is ahead of 
the game. 

In Europe, the economie¢ situation makes the struggle an even 
more elemental one—a struggle for existence. Thus from what 
American psychiatrists can learn from their colleagues, European 
psychiatrists are seeing many of the same things that are seen 
here, although they evidently see more resignation and futility 
because of the greater social and economic immobility that is 
present there. It is interesting in this regard, and it throws some 
light on the movements in art that will be discussed here, to note 
the revival of Existentialism in Europe. How strange that, in 
postwar Europe, where opportunities for the individual are so 
constricted, a movement sweeps the Continent which has at its 
core the conviction that through man’s own strength and will 
there are no limitations to what he can achieve. The lack of cor- 
respondence between the Existentialist idea and the social reality 
is glaring; but, therein, is revealed the source of its appeal and its 
desperation. There too lies the great gulf that separates it from 
the romanticism of the last century that might otherwise seem 
to be its counterpart. Romantic optimism was based on a hopeful 
reality, the seeming optimism of Existentialism is based on the 
need to deny what has been a difficult and discouraging reality. 

Where does the modern artist fit into all of this? He, in his 
art, mirrors the present aspects of these cultural changes.” 

Some of the artistic manifestations of psychosocial changes are 
self-evident. The mechanization and automatization of our age 
and the “cog in the wheel” danger to human values that are stated 
in literary form in such books as Huxley’s Brave New World and 
Orwell’s 1984 are fairly obviously and directly reflected in art in 
the work of Leger and de la Fresnaye. Leger (Figure 1) uses the 
cubist idiom, which lends itself to this purpose, to represent the 
mechanization of all aspects of life. De la Fresnaye (Figure 2) 
also deals with man and the machine in typical fashion in his 
famous Conquest of the Atr although he does so with more opti 
mistic implications than the more matter-of-fact Leger. The very 


speed and motion made possible by mechanization are captured 


“The illustrations to be presented are reproductions of oil paintings except wher 


otherwise stated, 
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on canvas in studies by such futurists as Boccioni and Severini. 
It is also not surprising that, in a technological era, art too should 
have become so technique-conscious, and that what almost amounts 
to studies in methodology should dominate modern art. Abstract 
expressionism, in its stressing of form, line, mass and organiza- 
tion of painting—-the technical elements as opposed to represent- 
ation—hest exemplifies this. The desire to reduce art to its fun- 
damental components would also come naturally to artists brought 
up in an era that has seen modern science attempt to apply this 
process from the atom to the human mind. 

The eonflict over organization or chaos—that is, between struc- 
ture and form, and the end of all structure and form—has also 
heen manifest in contemporary art. The analytical cubism of 
Picasso (Figure 3), Braque and Gris is concerned with form and 
structure and concentrates on an analysis of large complex forms 
into their subordinate parts. The other side of the coin can be 
seen in the work of abstract expressionists like Hoffman and 
Gorky (Figure 4). Starting with simple geometrical structures, 
their compositions are built up into organized wholes. Whether 
starting with simple geometrical forms, whether taking basie 
shapes from nature (Arp, Miro, Moore) or whether starting with 
no more than a few seemingly chaotic lines as Kandinsky (Figure 
°) often did, such art becomes almost a study in artistic organiza- 
tion and in what can be organized and how. 

What about the response of modern art to the competitive pres- 
sures on the individual which have been discussed? 

expressionism as a trend in modern art indicates an effort to 
resolve this question by salvaging individualism. It involves an 
insistence on the artist’s right to his subjective viewpoint of what 
he sees. Whether in Van Gogh, Rouault, Soutine, Kokoschka (Fig- 
ure 6) or in their less talented contemporaries, distortion and sub- 
jective use of line and color give an intense, almost desperate, 
quality to this insistence—and suggest a parallel in art to the 
fxistentialist movement in literature. The rage, turmoil, and, at 


times, depression of our era appear most graphically in our art in 
the work of expressionists such as Miinch, Kirchner and Nolde 


{ 


(Figure 7), but is no less present when the expressionism is more 


abstract—as in the work of de Kooning (Figure 8). 
Bohemianism is another exaggerated attempt to assert the im- 
portance of one’s own individuality, and in this century the Bohe- 
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mian way of life has had an increasing appeal—and not merely 
for artists. In fact, today, art is often the necessary rationaliza- 
tion for many who, although untalented, prefer a Bohemian exis- 
tence. However, social nonconformity and a delight in being shock- 
ing have entered not merely the lives of our artists, but more 
significantly have increasingly entered their paintings. Reference 
to this seems necessary to understand some of the more esoteric 
innovations although it must be kept in mind that the artists are 
also painting for a contemporary public that has been particularly 
conditioned to novelty as the necessary stimulant for the arousal 
of interest. The compensatory nature of the motivation in Bohe- 
mianism may be illustrated by a patient who entered analytic 
therapy because of homosexual behavior and who in addition had 
heen leading a very Bohemian existence. As his homosexual prob- 
lem was successfully resolved, his Bohemian activities also ceased 
although the latter had never come up directly in his therapy. 
One day he commented on this, saying, “I felt as though, if | 
couldn’t be a man, I could at least be unique.” 

An attempt to shout that the individual is paramount, to a 
world that seems to say, “No,” is only one aspect of art’s response 
to the problem raised by individualism. After all, expressionism 
and Bohemianism, while attempting to salvage individualism, do 
it in an egocentric way. Egocentrism, as opposed to individualism, 
seems a modern characteristic, considering the difference here to 
be that egocentrism implies less relation to society and less at- 
tempt to master its problems. In art, it is manifest not merely in 
the preoccupation with painting the inner life, but occasionally, 
and more extremely, in diminishing concern with reaching and 
communicating with others through painting. This “inward” ten- 
dency of modern art is of course not merely characteristic of 
expressionisin, but is implicit in most of the modern developments 
ranging from Kandinsky, Klee, and their more recent counter 
parts—the abstract expressionists—to the fantasy paintings of 
such surrealists as de Chirico and Chagall. 

Fantasy itself has attained increased artistic importance, with 
the content varying from the warm and sensuous to the weird 
and destructive, with the latter perhaps predominant. Here, too, 
the artist is not out of step with the rest of the culture. If the 


turmoil and violence reflected by expressionism finds its popular 
outlet in the gunplay and brutality of the TV Western then, surely, 
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the popular equivalent of the more weird fantasies of contempo- 
rary surrealists is our contemporary science fiction. 

The artist’s interest in studying people through his work has 
hecome more and more subordinate to other values. Already be- 
ginning with the impressionists, and later Gaugin—and going 
on to Matisse (Figure 9), the Fauves and their sueccessors—the 
portrayal of the individual has become more subordinate to an 
interest in color and decoration than it was in the previous roman- 
tic and realistic periods. This decorativeness, which in its lushness 
and richness seems to contradict the harsher and less pretty con- 
temporary tendencies, involves, however, a rediscovery and rein- 
terest in Oriental art—an art uninfluenced by Western nineteenth 
century individualism. Individual portrayal was secondary with 
the cubists, too, but there it was secondary to an interest in mass 
and form, rather than color and decoration. 

Even in the more representational expressionism such as that 
of Soutine or Kokoschka, the importance of the subjects shrinks 
to that of stimulus, so that one sees a projection of the artist 
rather than an interpretation of the subject. This whole subordi- 
nation of the representation of the individual to form, line, color 
and decoration may be viewed as part of an effort to deal with 


elements seemingly more permanent than the values put on indi- 
viduality. 


Thus the response of art to the growing modern pressures on 
the older individualistic values of our culture has been in essence 
two-faceted. Expressionism indicates a protest against, and a de- 
mal of, the changing social reality while egocentrism turns farther 
from that reality. 

In considering further the cultural factors that have had an 
Impact on modern art, psychoanalysis itself deserves special at- 
tention, for analysis has had an impact on modern culture, and 
this too is artistically evident. 

To begin again with what is most evident, analysis has laid the 
groundwork for the painters of fantasy through its popularization 
of the symbol and the dream. Certainly it needed a public that 
Was conscious of the dream’s violations of space and mass to take, 
at least somewhat in stride, the paintings of Chagall (Figure 10) 
Who uses both the symbols and the spatial freedom of dreams in 
his work, 
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The psychoanalytic focus on motivation has stimulated an at 
titude toward life that expresses dissatisfaction with accepting 
surface appearances and seeks to look deeper. This may be in- 
directly responsible for the contemporary neglect of conventional 
facial painting. The face in so much of contemporary art seems 
no more than a detached and inscrutable mask, though tension and 
turmoil are suggested by the lines and colors of the painting as 
if in recognition that the inner emotions are often concealed, not 
revealed, by the face. 

Psychoanalysis, from its origin, has been associated in the public 
mind with sexuality, since Freud’s work demonstrated how much 
of human behavior that appeared nonsexual had repressed sexual 
motivation at its source. If one could make a generalization as 
to what new light psychoanalysis has shed on the subject of sex, 
it would be closer to a statement that much contemporary behavior 
that appears to be sexual or sexually motivated has entirely differ- 
ent sources of motivation such as ingratiation, power and depend. 
ency. Where modern art has dealt with sexual themes or with the 
treatment of the nude, one sees more turmoil, pathos or violence 
than the kind of warm sensuality of earlier periods ranging from 
the Renaissance to impressionism, from Titian to Renoir. 

Psychoanalytic and psychological emphasis on understanding 
the origins of all tvpes of behavior, no matter how psychopathic, 
has contributed to a prevalent contemporary attitude that could 
be called moral relativism. Understanding the determinants of be 
havior has led inevitably to less absolute judgments being passed. 
Or, perhaps, the very desire to explore and understand, rather 
than to condemn, was already an indication of this tendency. In 
regard to this relativism, analysis seems only part of a wider 
intellectual current. Modern sociology, with its emphasis on the 
social determinants of behavior, has had a similar effect. The 
philosophical equivalent may be seen in pragmatism, which treats 


truth and belief as relative concepts to be judged by the conse 


quences of believing a thing to be true. In physies, Einstein’s work 
has made us aware of the relative nature of space and time. Artis 
tic relativism is reflected in cubist studies, of space and form, that 
paint an object as seen from different points of observation. Juan 
Gris used mathematical aids in these spatial studies and Franz 
Mare, the physicist painter, felt almost at once the philosophical 
kinship of Gris’ work with that of Einstein. 
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Analysis has also been put to some misguided uses in its rela- 
tionship to art. It was unfortunately used as the stimulus for the 
attempt to “paint the unconscious” of the Dadaist movement. 
Furthermore, while analysis on the whole has stimulated artistic 
and literary criticism, it has also been misused in this connection. 
This is particularly true of the attempts to derive the core of the 
artist’s personality through analyzing single pictures. The work 
of art as an isolated fantasy cannot tell more than the isolated 
dream: That is, one needs the whole personality and the social 
and life contexts for that type of interpretation. Where these 
conditions are met in a therapeutic analysis, paintings can be 
meaningly and convincingly interpreted with real claim to validity. 
When these conditions are not met, the result is too often an in- 
terpretation that deals in universals and really tells nothing. If it 
attempts to do more, it runs the risk of being merely the fancies 
aroused in the interpreter in response to the work of art, rather 
than a statement of any significance concerning the artist or his 
work. 

The psychosocial approach to the understanding of art should 
not be construed as an attempt to pass esthetic judgment on the 
art of our time. Nor does it purport to deal with those artistic 
innovations that are purely technical developments or modifica- 
tions. Nothing in the methodology qualifies it to do either. At best, 
we may know in time the qualities of any cultural period that are 
necessary to produce great art and those that are incompatible 
with it. Furthermore, the sterility of recent Russian art (pressed 
into the service of political propaganda) suggests the folly of 
forcibly wedding art to political or social concerns. Art best re- 
flects a culture where the artist paints freely, since the influence 
of the world he lives in is bound to manifest itself. Not that politi- 
cally inspired or socially oriented art has not been successful, but 


it has been most so when it was the genuine outpouring of popular 


economic and social forces, such as the “reform movement” in the 
United States which produced the Ash Can School, or the ferment 
in Mexico that produced Rivera, Orozco and Sequieros. 

When our art does point to pressures or forces in our culture 
that we do not like, it is toward them that our criticism must be 
directed rather than toward our artists. The chances are that 
the very violence, rather than indifference, that greets modern 
art on the part of so many, indicates that modern art reflects pres- 
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sures on all of us that we don’t like and that we like even less 
to know about. If there are aspects of middle class life that modern 
artists seem unable to deal with, because they are so cut off from 
it, this, too, is no compliment to the society that has so cut them 
off. The fact that American artists are assuming a more command- 
ing role in world art may in itself stimulate an increased artistic 
interest on the part of the public, an interest which, it is to be 
hoped, will serve to diminish the gap between artists and public. 

Nor should the sources of pressure and tension in our culture 
necessarily discourage us, since they must be known and under- 
stood before any corrective steps can be taken. It is generally 
hoped that we shall develop a science of society to match our ad- 
vances in the physical sciences. Psychologists, psychiatrists and 
psychoanalysts will have to be in the vanguard of such a science 
because of the special contribution only they can make. They are 
far from knowing enough to prescribe remedies for society. Their 
knowledge is meager and of the diagnostic variety, and, for the 
present, their task seems to be to build up more knowledge of this 
sort. 

SUMMARY 


This paper deals with the significant sources of stress and pres- 
sure, in our changing society, that become evident to the analyst 
in his daily work. It attempts to show that modern art reflects 
these same pressures, and correlates the information obtained 
about contemporary society from two such apparently different 
sources as psychoanalysis and art. 


1045 Park Avenue 
New York 28, N. Y. 








SUBJECTIVE EVALUATION OF PROMAZINE THERAPY* 


BY LUDWIG FINK, M.D. AND GEORGE VLAVIANOS, M.D. 





INTRODUCTION 

Promazine, a compound with molecular structure lacking the 
chlorine atom on the phenothiazine ring, but otherwise identical 
to that of chlorpromazine, was added to the previously used tran- 
quilizers in this country in April 1956.°* Omission of the chlo- 
rine radical® from the structural formula may be responsible for 
the elimination of the lethargy, peripheral autonomie and other 
undesirable side effects observed occasionally in the clinical pie- 
ture produced by chlorpromazine.** A trial of promazine among 
part of the mental patients on the Kings Park (N.Y.) State Hos- 
pital wards was begun in July 1956. 

The writers are aware of the difficulty of distinguishing the 
actual effectiveness of a drug from the influence of suggestion.’™ 
No precise methods are as yet available for clinical screening of 
the ataractic agents and evaluation of their ability to alter be- 
havior and mental trends; therefore, it was decided, in this study, 
to base conelusions not on statistical calculations, but on the 
writers’ own subjective impressions of the response to therapy. 


MeETHOD 


* 


Promazine** was administered to 200 ward patients. They 
ranged in age from 22 to 70; the durations of psychosis ranged 
from one to 15 years. They had been diagnosed as (a) 152 schizo- 
phrenics—paranoid, hebephrenic, catatonic or simple; (b) four 
manic-depressives; (¢) seven psychoneuroties; (d) five psychotics 
with mental deficiency, and (e) 32 patients with psychoses result- 
ing from alcoholism. 

Since the attempt was to produce a specific svmptomatic effect 
with a psychopharmacological agent, the writers chose to disre- 
gard diagnostic categories and to classify their case material on 
the basis of prevailing symptoms: 

(1) Violence, acute overactivity and insomnia. 

(2) Anxiety, tension and irritability. 

From Kings Park State Hospital, Kings Park, N. Y. 


Promazine hydrochloride, administered under the name of Sparine, was from the 
Wyeth Laboratories. 
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(3) Antagonism, suspiciousness, hostility, querulousness and 
paranoid ideation. 

(4) Nonviolent hallucinations and delusions. 

(5) Withdrawal, with mentality and adaptability apparently 
still preserved. 

(6) Negativisim and catatonia. 

(7) Impoverishinent of initiative with moderate deterioration 
but no violence. 

(8) Severe deterioration, with deep regression, wetting and soil- 





ing, 

Twenty-two patients had been subjected to repeated electric- 
convulsive or insulin shock treatment or psychosurgery; and 41 
had received medication with other ataractics than promazine 
Without result. 

DosacE 

The optimal dosage was determined by trial in each patient. The 
compound was administered cautiously at first, with frequent 
adjustment of the dose, and at times, changes in the routine of 
administration to conform to the variations in response of the in- 
dividual patient. The total duration of investigation was six 
months. The individual patient remained under treatment with 
the drug from two to six months. 

Medication for the violently disturbed was started with 100 or 
200 mg. by intravenous injection twice a day. This dosage was 
continued until the behavior abnormalities were controlled, which 
usually occurred in three to six days. Oral medication was then 
hegun, and the dose was increased or reduced as indicated. 

For the other patients, 50 mg. was administered intramuscularly 
twice a day for the first three days, then continued by mouth, in 
doses of 100 to 500 ing., three times a day. 

Blood counts, serum bilirubin and serum alkaline phosphatase 
tests were carried out at the start and were repeated at approxi 
mately monthly intervals. 


RESULTS 
Patients in the eight catagories of behavioral patterns into 
which they were divided were affected by the medication in vary- 
ing degrees: 
1. Violence and acute overactivity were minimized, and combat 
iveness was reduced. The patients became more co-operative. 
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Iixisting intellectual faculties were not impaired by the medica- 
tion. Jnsomnia was alleviated in all overactive patients, regard- 
less of age, including those in whom sleeplessness was believed to 
be the result of arteriosclerosis. 

2. Anxious, tense and irritable patients showed an increase of 
emotional control. There was a reduction of tension in interper- 
sonal relationships and surface behavior. 

3. Patients with inner hostility and hidden resentment did not 
respond so well. These patients consisted mainly of the paranoid 
group comprising autagonistic, suspicious and querulous chron 
patients. These would require long-term treatment and observation 
for more accurate evaluation of their response to medication. It 
was felt at the end of the study period that active antagonism 
was somewhat reduced by promazine but that fixed paranoid de- 
lusional ideation and impairment of judgment were unaffected. 

4. Hallucinating or delusional patients generally improved but 
only as long as the medication was administered. Acute halluci- 
nations were quickly relieved, sometimes as early as the fifth day. 
Patients experiencing distortion in sense perception of two or 
more years in duration required medication for at least three 
months before progress became evident. Such symptoms may, of 
course, subside spontaneously, but on evaluation of the histories of 
these patients, the writers believe their improvement was attrib- 
utable to the medication. There was a tendency to relapse soon 
after medication was stopped. This oecurred even in patients show- 
ing the best response, such as those who had lost signs of dis- 
ordered perception and gained some insight. In two such patients, 
for whom dosage had been discontinued after four months, the pre- 
vious symptoms returned promptly. Another patient relapsed 
quickly when the dosage was reduced. 

>. Withdrawn and constricted patients, in whom intellect and 
adaptability were preserved, became less constrained, and were 
capable of freer verbal communication. However, no spontaneous 
increase in general drive was seen. If left alone on the ward with- 
out medication, these patients reverted to the withdrawn state. 

6. Occasional improvement occurred in negativistic, catatonic 
patients, 

7. The nonviolent or moderately deteriorated patients with im- 
poverishment of titiative, seldom showed increase in capacity for 
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readjustment. There was little change in apathy or in defective- 
ness of judgment. 

8. The deeply regressed, “burnt-out” or severely deteriorated 
patients showed some general improvement on promazine. Thus, 
wetting and soiling diminished or subsided completely after a 
month of medication (three patients). However, only eight pa- 
tients of this type received promazine and the duration of treat- 
ment was too short to evaluate the result. 

Fifteen (7.5 per cent) of the 200 patients treated have been re- 
leased from the hospital. None returned in the three months fol 
lowing release. Throughout the study, no untoward drug effects 
could be detected clinically or by periodic laboratory checks. 

No sign of drug habituation was observed in the patients whose 
psychoses were complicated by alcoholism. In fact, some of them 
resented the absence of the secondary stimulation (“afterkick’’) 
they had learned to expect from the cortical depressants formerly 
used to control the acute symptoms of inebriation—an “afterkick,” 
the discontinuation of which frequently had been responsible for 
subsequent “slips” from abstinence.”® 

DiscuSSION 

ven in akinetic patients with decreased conative functions, 
promazine should be cautiously tried in an effort to achieve a 
“break-through.” However, patients who already show impair- 
ment of psychic energy should be carefully evaluated during treat- 
nent, since it is important to avoid intensifying the inclination 
to inactivity. 

Ataractic medication, such as that with promazine, significantly 
alleviates the secondary symptoms of mental disease, but does not 
alter the underlying psychosis. One of the chief advantages of 
this medication lies in the greater amenability of the subject to 
psychotherapy. Intensive measures, on a much larger scale than 
heretofore, may become possible. 

In the chronic wards, a greater percentage of patients are show- 
ing improvement; destructiveness and the need of mechanical re- 
straint have been reduced. The writers are still not very optimis- 
tic, however, concerning the possible “depopulation” of the chronic 
wards. The necessity for a protective environment for the ad- 
vanced cases, providing occupation at unskilled tasks, will con- 
tinue. 
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One must be careful not to raise exaggerated hopes at this point, 
since long-term results may not support the enthusiastic initial 
impressions. It is still too early to determine the stability of the 
social and economic adjustment of out-patients. 


SUMMARY 

Two hundred patients received promazine in dosages of 50 mg. 
to 1.5 gm. daily for two to six months. They ranged in age from 
22 to 72 years and had been mentally ill from one to 15 years. 

Promazine diminished violence and acute overactivity, and re- 
duced combativeness and distortion of sense perceptions. Relapses 
were common on cessation of treatment. Promazine alleviated 
insomnia, including patients in whom sleeplessness was believed 
to be the result of arteriosclerosis. It increased emotional con- 
trol, improved interpersonal relationships, reduced active an- 
tagonism, but left fixed paranoid delusional ideation mostly un- 
affected. There was less constraint, and there was increased ver- 
balization among the withdrawn, intellectually preserved types of 
patient. Little change was seen in moderately deteriorated pa- 
tients with apathy and defective judgment. The deeply regressed, 
severely disturbed or vegetative patients showed some improve- 
ment, particularly in bladder and bowel control. 

Of the 200 patients treated, 15 (7.5 per cent) were released; none 
had returned after three months. There were no side effects de- 
tected on clinical or laboratory examination. Drug habituation to 
promazine was not evident.” 


ADDENDUM 
Since this paper was written, the patients involved have been 
observed for seven more months. During this time, 
|. Twenty-two more of the original 200 patients were released, 


bringing the total number of released patients to 37 (18.5 per 


cent). 

2. Two patients were returned to the hospital; both belonged 
to the group in which alcohol was a contributing faetor to psy- 
choses. 

3. Forty-one patients showed such sustained improvement that 
they were transferred to an open ward, granted maximum privi- 
leges and assigned to work in hospital industries. Release of these 
patients is under active consideration. Of this group of 41, 27 are 





~~. 
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on maintenance doses of 100 to 300 mg. daily; for 14, medication 
has been discontinued. 

4. Six patients did not maintain their initial improvements de- 
spite increases of medication up to 1.5 gm. per day. They had to 
be transferred back to their former wards. Now, four of these 
are again on better wards, and their dosage has been reduced to 
600 mg. daily. 

». Up to the present, no convulsions and no other side effects 
have been observed." 
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CHLORPROMAZINE IN THE TREATMENT OF MENTAL ILLNESS. V: 
ADMINISTRATIVE PROBLEMS* 


BY HERMAN C. B. DENBER, M.D. AND JOHN H. TRAVIS, M.D. 


Manhattan (N.Y.) State Hospital introduced, into its therapeu- 
tic regime, all of the current modalities as they became available. 
Metrazol, insulin coma, electric convulsive therapy and psycho- 
surgery were the main foci of the treatment program between the 
latter part of 1937 and August 1954. 

In 1952, Delay and Deniker' reported on the treatment of psy- 
chotie patients with chlorpromazine hydrochloride. Lehmann and 
Hanrahan,’ and Kinross-Wright® were among the first to use the 
drug on this continent. It became generally available in June 1954; 
and, in September 1954, a small group of female patients at this 
hospital were placed on treatment. The unusual results served as 
an impetus for extending the study to other wards. The rather 
dramatic effects observed in treatment-resistant, disturbed pa- 
tients indicated the need for a large-scale evaluation of this new 
agent. Consequently, entire wards, consisting of 60 to 80 patients, 
were placed on medication simultaneously. As many as 1,000 pa- 
tients have been under treatinent at a time. The results of treat- 
ment in the first 1,023 patients have already been reported else- 
where.“" 

[lowever, the more important administrative problems that have 
arisen and will arise with chemotherapy in psychiatry have re- 
ceived little attention. The writers have been confronted with 


questions of a theoretical and practical nature that had not arisen 
heretofore in the many years of Manhattan State Hospital’s exist- 


ence. The arrival of any new therapeutic agent in psychiatry 
conveys implicitly both enthusiasm and hope, and, at the same 
time, guarded despair. Chlorpromazine and rauwolfia had already 
vielded good results elsewhere, but were still relatively new in 
state hospital procedure when they were introduced at Manhattan. 

Indications, dosage, duration of treatment, instructions to the 
medical staff and nursing personnel, laboratory studies and pur- 
chase of the required amounts of drugs had to be worked out as 
the project developed. It was necessary to develop a more exten- 

From Manhattan (N.Y.) State Hospital and College of Physicians and Surgeons, 


Columbia University. Presented before the Section on Mental Hospitals, at the Am- 
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sive occupational and recreational training program, including 
music therapy, and group and individual psychotherapies, as a re- 
sult of various changes in patients’ behavior. 

The problem of increased personnel had to be met—with the 
question of whether to recruit the specialized people necessary, or 
to train the hospital’s own staff. And if the latter, which was the 
best way? More psychiatrists, psychologists and social workers 
were needed to cope with the enlivened and speeded up tempo of 
the new therapeutic approach. 

As the convalescent care and discharge rate increased, it became 
obvious that the regular facilities for handling the aftercare of 
patients were totally inadequate. A special study® confirmed the 
feeling that relapse would take place unless the newly-discharged 
drug-treated patients were followed very closely, with due atten- 
tion not only to the maintenance doses of their drugs but to social 
factors as well. It would be of inestimable value if the return rate 
to the institution could be reduced. There has been some shift of 
focus to out-patient care and to a study of the clinic’s role in psy- 
chiatrie practice. Perhaps some patients who might otherwise re- 
turn could be handled adequately in extramural settings, or even 
at home, thus obviating the need for rehospitalization. These ques- 
tions have been merely speculative in the past.’ 

The writers were fortunate in having a large supply of chlorpro- 
mazine available, and consequently the problem of whom to treat 
and for how long did not arise. It was decided to confide the man- 
agement of the chemotherapy program to one individual, rather 
than delegate the responsibility to each service. In this way, a 
standardized technique was developed that served as a model for 
future work. While cutting across the traditional hospital services 
tended to create friction and some discord, the stakes were high. 
The outcome has fully compensated for the original difficulties. 

Feldman” has pointed out that individual differences in ap- 
proach can alter the end result in pharmacotherapy. Regular meet- 
ings between the staff and treatment director in the future will 


tend to iron out some of these problems of approach. It is strongly 
recommended that one individual be responsible for the entire pro- 
gram in hospitals where new treatment systems are being devel- 
oped. 


Of necessity, patients who presented the most difficult manage- 
ment problems were selected initially for treatment. The dose was 
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arrived at arbitrarily, using European work as a basis. In the 
early days the traditional three times daily dose regime was 
used, but it was later found that a twice daily schedule was ade- 
quate. Contrary to some, relapses were noted after a regime of a 
single daily dose. The twice daily method represented savings in 
man hours, since the medication of 60 to 80 individuals three times 
daily in one ward can become a formidable task, particularly if 
some recalcitrant patients are present. 

Occasionally one nurse has given all the injections in one build- 
ing, but this procedure did not appear particularly advantageous 
over having each ward handle its own injections. Since it was of 
the utmost Importance to know how long the chronic patients must 
be treated, the relapse rate following discontinuance of the drug 
was studied.” The authors’ present belief is that the hospital’s 
“hard core” population will require indefinite chemotherapy. While 
the dose may be altered as patients’ conditions permit, and some 
breaks in treatment may be envisioned, relapses will occur if the 
drug is discontinued permanently. The difficulty in securing re- 
control in these patients after discontinuation of drugs has already 
heen noted. Higher doses and longer periods of time are necessary 
during the second treatinent period, 

The matter of side effects has many implications. While foreign 
workers have approached this problem in a medical fashion, a 
rather curious, anxiety-ridden, almost hysterical tone has perme 
ated case reports of such effects in this country. Not knowing 
what to expect at the onset of the study, the writers routinely 
discontinued all medication when any side effects (jaundice, park- 
Insonisin, skin rash, convulsive seizures, hypotension, and so on) 
developed. It subsequently became apparent that only jaundice 
required stopping treatinent; and this only because there were no 


r 


effective countermeasures. The use of anti-histaminies, anti-park- 
insonism drugs, and ACTH, as well as increased doses of anti- 
convulsants, Was adequate for the other side reactions. The writers 
have subsequently evolved the hypothesis that the appearance of 
most reactions, particularly the extrapyramidal syndrome, are in- 
dices of the patients’ physiological reactivity. They are often the 
precursors of a clinical remission. One must distinguish carefully 


the physiological effects of drug action from toxic or so-called side 
effects. The writers’ present stand is that analysis of these physio- 
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logical responses may vive some clue as to the mode and site of 
action of various drugs used in psychiatry.’ 

The problem of laboratory control was considered. It was obvi- 
ously impossible to do weekly blood counts, urinalyses and liver 
profiles on 900 to 1,000 patients. It was felt that close clinical 
observation would serve to forestall the appearance of the real 
toxic reactions, such as agranulocytosis. The writers’ final report’ 
on the chlorpromazine study showed that most reactions oceur 
relatively early in treatment—hbefore eight weeks. Only the extra 
pyramidal syndrome tends to become more prominent between the 
third and sixth months of treatment. Therefore, patients whose 
treatment has extended beyond six months, most probably will 
not develop any untoward reactions. 

Several meetings were held with the medical staff and the entire 
nursing staff to orient them to the problems. Periodic memoranda 
and frequent visits to the wards served to acquaint attendants 
and nurses with the prodromal signs of jaundice, extrapyramidal 
symptoms and skin rash. There was a standing order to discon- 
tinue chlorpromazine immediately upon the appearance of a sore 
throat, with or without fever, as well as to order an emergency 
white blood count. It can be expected that one case of agranulo- 
eytosis will develop in about every 3,000 cases treated. Therefore, 
this dreaded complication can hardly be a bar to the effective use 
of chlorpromazine or other phenothiazine compounds in psyeli- 
atry. Allergic skin rash in nursing personnel can result in many 
lost hours of work. The staff was cautioned about methods of 
handling the drug, and strict precautions kept allergie rash to a 
minimum. Allergic skin reactions were more frequent in female 
than in male employees, which is in accord with the writers’ find 
ings in the chlorpromazine study.’ 

Photosensitivity was a problem during the summer. Since out 
ings and pienics are mainstays of the outdoor ward program at 
this time of vear, any restrictions might have had unfavorable 
psychological repercussions, The incidence of this side reaction 
Was rare in the writers’ group, and it was felt unfair to deprive 


all patients of outdoor activities because some micht develop a 


rash. Since skin reactions were twice as frequent in female as 
in male patients, the former wore wide-brimmed hats to shield 
their faces and were kept:in the shade as much as possible. 
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The present policy is to treat all newly admitted patients inten- 
sively with drugs immediately upon their arrival at the hospital. 
It is felt that this cornerstone of the new “intensive treatment 
program” will go far to reduce the number of patients still hospi- 
talized at the end of one year. Intensive drug treatment is now 
routine in all of the formerly disturbed wards, and with all pa- 
tients who have been refractory to physiological therapies or psy- 
chosurgery. While this means a vastly increased outlay of money 
for drugs, it also determines the difference between a hospital 
with well-ordered wards and one whose emphasis is on pure cus- 
todial eare. 


This program has had repercussions in other areas of the hos- 


pital. The recreational and occupational therapy programs have 
heen extended to hitherto inaccessible wards. Patients on those 
wards now take part in ward walks and pienics. There were twice 
as many patients attending picnics in 1956 as in 1953. While the 
occupational therapy staff was increased, it could hardly keep pace 
with the demand. Consequently, attendants were trained in the 
various procedures, and it has been possible to increase the occupa- 


tional therapy groups from three in 1953 to 23 in 1956. Women 
patients have been encouraged to make various articles for their 
rooms, such as rugs, curtains and spreads. Men patients have 
made extensive use of manual arts; some have even repainted their 
wards. In general, occupational therapy must become much more 
meaningful if it is to have any real therapeutic value. Basket 
weaving is insufficient. The European concept of “work therapy” 
must be adopted here.*® Industries function within a hospital on 
the European continent and idle patients on the ward are indeed 
rare.’® 

Nursing personnel has been redistributed to other wards in the 
hospital where recruitment problems have kept the staff in short 
supply. There were 41 nurses and attendants on duty in the for- 
merly disturbed female services before drugs were introduced 
(1953). Two years after the intensive drug therapy program was 
begun in this building, only 28 were on duty (1956). 

The nurses’ and attendants’ roles in the past were in conform- 
ance with the concept of a custodial institution, a matter no longer 
compatible with the present dynamic therapeutic environment. 
In obtaining personnel, their abilities to take active part in various 
therapeutic procedures must be carefully scrutinized. Greater 
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awareness on the part of the patients must lead to a reciprocal 
awareness on the part of nonmedical personnel, such as dining 
room staff, kitchen help and ground workers. Because of greater 
contacts between these levels of employees and patients, a short 
course of training for such employees has been begun. Its effort 
is to orient them to the nature and meaning of psychiatric illness. 

While much emphasis has been laid on the number of patients 
placed on convalescent care, one must not forget the patients still 
within the hospital. For them the institution should resemble home 
as much as possible. The rather dramatie results with chemother- 
apy and the pre-emptory desire to empty the state hospitals have 
made many forget about the “chronically ill.” In spite of the rapid 
remissions achieved with acutely ill, newly admitted patients, : 
small group will become “chronic.” One must neither disregard 
nor forget them. It is still too early to talk about discontinuing 
building programs; or about the end of the state hospital. In the 
years to come, there will be undoubtedly a shift in emphasis with 


immediate treatment in the out-patient department or day hospi- 


tal as the goal; but for the time being our duty remains with the 
patients within the hospitals. 

There have heen numerous references in the past few years to 
the “open door” hospital. There is no question that the open door 
policy and philosophy have been successfully applied in England 
and on the Continent. It is not generally recognized that cultural 
factors and homogeneity of the patient populations have contrib- 
uted to suecess abroad. It had been hoped that with the over-all 
reduction in tension, anxiety, restlessness, destruction and assault- 
iveness, the hospitals could gravitate ultimately toward a more 
liberal “open door” policy. Unfortunately in the writers’ own hos- 
pital system, with its culturally heterogeneous population, and 
their somewhat explosive, uncertain and unstable temperaments, 
this hope is still something for the future. American cultural con- 
cepts with regard to psychiatric hospitals are far behind those of 
the Continent. If we are to adopt the “no bars, open door” policy, 
which one believes to be the eventual goal, much readjustment, 
reorientation and re-education will be required at all levels of the 
community. This work should be given a top priority by psychiat- 
ric administrators. The question must be carried directly to the 
people, for in the final analysis they pay the costs, and future hos 
pitals will be situated in their communities. 
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Pharmacotherapy is but one part of the treatment program at 
Manhattan. Psychotherapy is the other segment. Nineteen patients 
received individual therapy in 1954, while in 1956 there were 89. 
Ten patients were receiving group therapy in 1954, while in 1956 
there were 137. The regular hospital and resident staff could not 
possibly cope with all patients who now wished to discuss their 
problems. The collaboration of seven part-time psychiatrists was 
obtained. Each spends 15 hours weekly, devoting his time solely 
to psychotherapy. The psychoanalytic training program under the 
direction of the Columbia Psychoanalytic Clinic has been aug- 
mented to offer additional training facilities to the resident staff. 
Patients receive psychotherapy whenever possible after their 
arrival at the hospital. This has proved to be one of the most in- 
teresting additions to the hospital’s therapeutic program. Psycho- 
therapy is frequently requested by the patients; the same thing 
cannot be said for the physiological therapies. 

The responsibility of the hospital does not end when the patient 
leaves; it extends to the community as well. The existing post- 
hospital care program was deemed inadequate to cope with the 
expanded treatment program. A special out-patient clinie was 
established at the hospital in April 1956, with a psychiatrist, SOo- 
cial worker and secretary to handle some of the patients who had 
received chemotherapy during their hospitalization and who re- 
quired drug maintenance. The presence of the clinie within the 
hospital serves to maintain a continuum in the patients’ treatment. 


It meets three half-days weekly, and between 27 and 40 patients 


are seen weekly. The psychiatrist evaluates the clinical state and 
adjusts the dosage of whatever drug the patient is receiving. 
Patients are seen as often as deemed necessary. 

A therapeutic program is successful only if the entire nursing 
staff becomes an effective part of the treatment team. The nurses’ 
complete co-operation or lack of it may often mean the difference 
hetween the suecess or failure of a particular endeavor. Orienta- 
tion lectures and frequent meetings on the wards will bridge the 
gulf that has long existed between nurses and the medical staff. 
At Manhattan, the enthusiastic participation of the nursing staff 
has proved to be of inestimable value. The nurses’ criticisms of 
new chemotherapeutic agents are based on years of “living with 
patients,” and they can often indicate interesting aspects of drug 
action not apparent to the physician during rounds. 
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This program benefited greatly from continuous consultation 
and collaboration between administrative officers and the research 
division. The results of such a vast and new therapeutic project 
hinged upon working within the confines of traditions in existence 
for many years. The administration greatly facilitated the intro 
duction of chlorpromazine and other drugs into all services of 
the hospital. The administrator, of necessity, works within cer 


tain frames of reference that greatly hamper the work of research. 


On the other hand, research workers often do not understand 
the necessity for such systems of organization. Creative and con- 
structive research can only function within a framework of under- 
standing. The goal-seeking of all concerned must come to have a 
mutuality of purpose based on broad perspectives. As this be- 
comes a reality, one may look forward to greater achievement 
Within our psyehiatrie hospitals. 


Manhattan State Hospital 
Ward’s Island, 600 East 125th Street 
New York 35. N. Y. 
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THE DEVELOPMENT OF EMPATHY IN MALE SCHIZOPHRENICS* 


BY NATHAN BLACKMAN, M.D., KATHLEEN SMITH, M.D., 
ROBERT J. BROCKMAN, M.D., AND JOHN A. STERN, Ph.D 


Man’s quest for acceptance and understanding stems from the 
beginning of life. To be loved, coddled and eared for as a child, 
are the mainstays for one’s life ahead. The lack of such intimate 
participation in childhood leaves imprints of aloofness, doubts 
about one’s self-worth, and unbearable anxiety. These are difficult, 


if not impossible, to eradicate. In this climate, any undue emotional 


strain, such as parental rigidity—either overconcern or indiffer- 
ence—inay spell out a sense of being unwanted, neglected or re- 
jected. Instead of blaming the all-important parent for this and 
risking abandonment or retaliation, the child adopts the attitude 
that the rejection is caused by his own inadequacy and worthless- 
ness, with no right to bother others with that worthlessness. 

In schizophrenia, one sees the extremes of this type of relation- 
ship with others—a feeling of inadequacy and low self-esteem and 
a consequent denial of emotional self-expression. It is this feeling 
of estrangement toward one’s own emotions that leads to an in- 
ability to understand, accept, share or care for others. Blackman,’ 
in describing the syndrome of “emotional shut-inness,” elaborates 
on the serious emotional warping of children of such families. 
Hoskins*® describes the absence of empathy as the most important 
feature in schizophrenia and the one least adequately studied in 
group psychotherapy. Hoskins states: 

“Among the patients whom I have seen leave our hospital in a 
state of remission | have been more impressed with the improve- 
ment of their empathic capacity than with any other change. | 
would suggest as a valuable type of research a systematic study 
of techniques for the promotion of empathy rather than continua- 
tion of the haphazard exploitation of this factor that is in current 
vogue—and especially in recent studies of group psychotherapy.” 
(P. 169.) 

The treatment of schizophrenics psychodynamically ranges from 
the accepting and understanding attitude of Frieda Fromm-Reich- 
mann* to the more direct, interpretative approach of Rosen.‘ 

“From the research laboratories at Malcolm Bliss Mental Health Center and the 


Department of Neuropsychiatry, Washington University School of Medicine, St. Louis. 
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In the present study, the authors attempted a number of tech- 
niques that have been reported by others to lead to fruitful results 
in group therapy. For example, an attempt was made to supply 
a choice of parental surrogates through the presence of more than 
one therapist. The original thesis was that, as patients re-experi- 
enced some of their earlier traumatic relationships, new means 
of coping with anxiety would evolve (Beukenkamp’). A slightly 
different structuring was also tried in which the therapists at- 
tempted to set up and act out certain relationships thought to 
be causative in the genesis of schizophrenia. It was hoped that, 
by permitting patients to act out—in play-like situations—some 
of the earlier awarenesses of being nonacceptable, another means 
for alleviating the sense of worthlessness might be achieved 
(Bromberg*). Neither of these techniques seemed to work with this 
group. It was only as therapists left “technique” behind and be- 
came more sensitive toward patients’ feelings that progress was 
noted. Frank’ came to a rather similar conclusion; he states, “His 
[the therapist’s] technical maneuvers, about which most is written, 


may actually be of little significance in determining his therapeutic 


success.” (P. 121.) The writers became aware that progress in 
therapy for a schizophrenic group could be explained in terms 
of the development of empathy, with this term defined as the 
ability to feel along with, to understand, and to insinuate one’s 
self into the feelings of another person. 


Course OF TREATMENT 
I. Patients’ Unwillingness to Express or Accept Feelings 

During the early stages of therapy patient participation was 
highlighted by noncommittal statements such as, “TI feel all right, 
I never hecome angry, I’m not resentful, I don’t need love.” 
Patients showed no concern about any other patient or his feelings. 
When asked to interpret another patient’s crying they would 
shrug their shoulders, saying, “That’s none of my business,” “1 
don’t know,” or “He may not want me to ask him why he cries.” 
This withdrawal from interaction often struck a tone of aloofness 
or coldness, as distinet from mere indifference. For example, 
another person’s difficulties might he met with laughter or inap- 
propriate comments, or the ahsence of a patient removed to a 

disturbed ward was met with indifference. 





DAS DEVELOPMENT OF EMPATHY IN MALE SCHIZOPHRENICS 


During this period, the production of the group was dominated 
by the most disorganized member of the group. The therapists 
frequently would enlarge upon and interpret his symbolic lan- 
cuage. The patients’ response was at best a limited one. As thera- 
pists made reference to incestuous or murderous thoughts or dis- 
eussed masturbation, patients would show increased withdrawal 
and a tendency to evade the topic. This aloof and distrusting at- 
titude toward the therapists kept pace with the therapists’ absorp- 
tion in psychodynamiecs. This concentration on content did not 


strike a responding chord in the patients. 


Il. Patients Verbalize Feelings and Accept Empathic 
Responsiveness from The rapists 

During this period two group phenomena were observed. The 
therapists, having overcome the initial phase of searching for psy- 
chodynamic leads, began to invest more feelings toward the pa 
tients. The therapists centered their attention on the affective 
component of the patients’ verbalizations. The importance of the 
affective part of these verbalizations began to supersede the sig- 
nificance of content. Patients learned to accept this only after 
some display of assertiveness, such as anger, disdain, or affection, 
had been manifestly accepted and tolerated by the therapists. It 
was then that the patients’ participation became more persona- 
lized, intimate and relevant. 

“L. C." described how rejecting his mother had been and how 
disappointing his aleohohe father was. Other patients began to 
verbalize their hurts about mother, father or siblings. The gradual 
acceptance of the ideas that childhood was a hurtful experience, 
that mother was an angry, punishing, inconsistent or deceiving 
person, that father was often absent or hardly counted except for 


occasional disciplining, came forth with increased intensity as pa- 


tients became certain of the therapists’ understanding of their 
feelings. This willingness to verbalize such feelings was markedly 
helped by the awareness that other patients had had similar in- 
secure experiences during their childhood, and by the fact that 
the patients felt that the therapist understood and accepted these 


feelings. When a therapist suggested to “L. C.” that his wife’s 
attitude suggested rejection just as the mother’s behavior in the 


past had, he flared back in angry rebuttal, but shortly thereafter 
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confirmed that his wife’s criticisms of all the sordid involvements 
in his childhood were unbearable, 


Another typical example was when patient “II. L.” brought a 


clay model of a dog and posed the following questions: Must the 


dog have a tail?) How should it be put on? Both therapists and 
patients elaborated on the significance of the tail in enabling the 
dog to express feelings, as well as its symbolization of a phallus. 
Gradually “H. 1.” expressed the wish that the senior therapist 
help put the tail on for him. “H. lL.” was then able to move on 


and talk about his own dog who was “almost human” and vet was 
allowed to express aggressive or sexual needs. He described the 
dog’s mother as angry and biting. This gradually led to the shar 
ing of an experience on a farm when he was 14. He apparently 
had been left there by his father. He spent the night on a fishing 
trip with two other boys, where he felt extremely panicky, alone 
and forsaken. Upon return to his home he had a week of being 
withdrawn, sleepy and presumably overreacting to the undue anx 
iety provoked by that farm stay; feelings somewhat akin to the 
experiences which preceded his current hospitalization. 

This readiness to express feelings, however, remained directed 
toward therapists alone. Patients learned to accept the fact that 
the therapists empathized with them. This did not necessarily 
imply the ability of any patient to empathize with other patients. 
Patients were able to use material produced by other patients in 
sofar as it applied to them. When one patient told how insecure 
he had felt as a child, another patient who had experienced similar 
feelings could elaborate and give “pseudo-interpretations,” in 
terms of projections of his own feelings and experiences rather 
than of concern and understanding of somebody else’s feelings. 

The therapists’ ability to accept emotional tilts, to interpret 
them, to point out the right and—even more so—the relevance of 
patients’ feelings, was followed up by further elaboration of mean 
ingful material. At times patients retrieved, and delved into, some 
of the panic and disarray that was theirs during childhood. Thus, 
the description of experiences, when parents W ho were considered 
all-important, were able to be so unfair, was followed at times by 
admissions that sexual status and expression of feeling had been 
unacceptable, 
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Ill. Patients’ Ability to Empathize with Other Patients 

At the time this report was written none of the writers’ patients 
had progressed to a stage of empathic closeness to other patients. 
They showed more interest in each other, brought up problems 
posed by others, showed concern and even respect about each 
others’ vicissitudes; but this expressed interest remained shallow 
and tenuous. It seemed as if each patient’s preoccupation with 
his own feelings still remained so that only a direct impact on 
his own feelings would motivate responses. Thus, as a therapist 
was able to approximate better what was hurting a patient, the 
patient responded with accrued experiences from his past. There 
was greater self-assertion and a demand that the therapist be “set 
right” and not misinterpret. It is this readiness to challenge, to 
interfere, to take part in and express anger that accompanies the 
ability to accept and express empathy—but all of it was still di- 
rected toward and expected from the therapists rather than other 
patients. 

Discussion 

One of the writers’ hypotheses was that they could facilitate 
the acting out of anxiety-charged situations in a make-believe 
atmosphere. A schizophrenic, during his childhood, might have 
become too inhibited or isolated to dare to resort to anxiety-re- 
ducing mechanisms, hence his inability in this group situation 
to utilize make-believe as a means of alleviating tension. Also, 
the therapists’ preoccupation with “techniques,” and with theories 
on Which techniques are based, might have been partly responsible 
for a relative neglect of the patients’ needs, and for a paucity of 
response. 

The involvement of patients in the group therapeutic process 
is described and evaluated in terms of the development of empathy. 
Kimpathy is defined as the ability to feel along with, to understand, 


and to insinuate one’s self into, the feelings of another person.* 


make clearer what empathy is and what it is not. One can say 
» ability to step into another person’s shoes and to step back just 
own shoes again. It is not projection, which implies that the 
him and that he wishes someone else in them; it is not identifi- 
lves stepping into another person’s shoes and then being unable or 
it of them; and it is not sympathy, in which a person stands in his 


observing another person’s behavior, and while reacting to him in 
tells you about shoes—if they pinch, one commiserates with him, 


comfortable, one enjoys his comfort with him. 





BLACKMAN, SMITH, BROCKMAN, AND STERN 0) 


Schizophrenics are either unable or unwilling to empathize with 
other people. During the early stages of treatment the patients 
in the present study avoided verbalizing feelings, nor did they 
permit others to do it. They categorically denied feeling anything 
but “all right,” never permitted themselves to express feelings of 
wanting or being wanted, of love or of anger—or of admitting 
that they were rejected or neglected. The patient was unwilling 
or unable to look at himself, at his own feelings. He was also 
unable to empathize. Basic to the ability to empathize, is an ability 
or willingness to look at and accept one’s own feelings. The 
writers’ found their patients not only unwilling or unable to em- 
pathize, but even unwilling to make any conjectures about what 
another patient was saying. 

The initial problem in group psychotherapy with schizophrenics, 
as seen by the writers, then appears to hinge first of all on getting 
the patient to dare to show feelings. As he learns to verbalize 
material, this may at least permit the therapist to empathize with 
him and permit him to verbalize such feelings for the patient. In 
order to make this initial step in therapy most of the patients had 
to invest a certain amount of trust, or confidence, in the therapist. 
Unless most of the patients do this, elaboration of expression of 
feeling on the part of any patient becomes nearly impossible, be- 
cause other patients will step in and, by their actions, forbid any 
expression of feeling. 

The trust that a patient must place in the therapist can be in 
terpreted in terms of the writers’ empathic hypothesis. The pa- 
tient, first of all, has to permit the therapist to empathize with him. 
This, then, is the initial step in terms of therapeutic progress. 
Having someone empathize with them seemed a novel experience 
to the writers’ schizophreni¢ patients, an experience that was both 
satisfying and threatening to them. A further observation was 
that patients developed a “working” relationship with the thera- 
pist, without developing much of a relationship with other patients, 
at least not in terms of feelings. This working relationship can 
he classified as a sort of tenuous empathy that the patient has de- 
veloped with the therapist. The patient is able to see therapists as 
kindly, accepting, understanding and nonpunitive figures—which 


is essentially the feeling that therapists are trying to convey to 
patients. This perception of another person is a far cry from the 


way the schizophrenic generally projects his own feelings on others 
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and then is threatened by what he then sees in others. This rela- 
tionship between therapist and patient is by no means a stable 
one, for patients all too quickly (from the therapists’ point of 
view) slip out of it and back into their schizophrenic mode of re- 
acting to people. But one might even go so far as to say that as 
long as the patient is evidencing this empathic relationship with 
a therapist, he is not reacting in a schizophrenic manner. 

The next discernible stage in the development of empathy (after 
the patient has learned that the therapist empathizes with him and 
has accepted this kind of relationship) involves patients becoming 
able to utilize material produced by other patients insofar as it 
applies to themselves. If one patient talked about the insecurity 
he felt in his home as a young child another patient, who had 
experienced similar feelings, could elaborate on the first patient’s 
production and could give “pseudo-interpretations” in terms of 
projections of his own feelings and experiences, rather than as a 
mirror of somebody else’s experiences. During this stage one also, 
at times, sees a certain amount of competitiveness among patients 
for the therapists’ attention. Often when such attention is then 
riven, the patient proves unable to carry through in terms of talk- 
ing about himself (about material that had been expected to be 
brought forth by him). What apparently happens here is that a 
patient can, in a manner, see a therapist empathizing with another 
patient and wish to have the therapist establish the same relation- 
ship with him. 

Along with this stage in the development of empathy, it was 
found that patients were beginning to interact more among them- 
selves, both during and between sessions. Patients accepted 
vrreater responsibilities for new members, they developed the abil- 
ity to summarize the sessions, and to bring up problems that had 
heen left hanging from other sessions—whereas, before, any re- 
initiating of meaningful material had to be done by one of the 
therapists. 

SUMMARY 

The development of empathy in schizophrenics depends on the 
ability of the therapist to relate empathically toward the patient 
and on getting the latter to accept this relationship. The patient’s 
ability to participate emotionally is traced through stages of test- 
ing, then accepting, empathy from the therapist, and finally reaet- 
ing in kind. This empathy was directed only toward therapists, 
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although a gain in self-assertion and increased cognizance of other 
patients was evident. Empathy for other patients was not ob- 
served, Patients did project their own feelings on other patients 


rather than participate intimately in exploring and interpreting 
the other persons’ feelings. The significance of these findings is 
discussed, and further study of the meaning, role and destiny of 
empathy in schizophrenia is contemplated. 
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THE CLINICAL FORMULATION OF SPECIFIC PARENT-CHILD 
PSYCHODYNAMICS* 


BY MARVIN I. SHAPIRO, M.D. 


[INTRODUCTION 

The role of parents’ unconscious fantasies as an aspect of the 
etiology of the child’s psychopathology has been well formulated 
and documented by many writers on this subject. Szurek,'’ John- 
son,’ Sperling,’ and Erikson* have demonstrated the importance 
of understanding the specific dynamic interplay of a parent’s un- 
resolved conflict and a child’s clinical picture. The parent’s neu- 
rotic conflicts, continuing to press fora resolution, become stirred 
up by some aspect of the child’s development and make the parent 
act unrealistically or inappropriately toward the child. While this 
unwitting participation by the parent does stem from deeply re- 
pressed unconscious impulses, it is the writer’s opinion that inten- 
sive treatment of the parent whether psychoanalysis or other 
psychotherapy—is not always necessary to help the parent become 
aware of participation in the child’s disturbance. 

This paper is offered as a contribution toward a solution of the 
problem of how the child’s psychiatrist can demonstrate the par- 
ent-child interaction to the parent, so that the understanding will 
he effective in altering the parent’s attitude. For the sake of brev- 
itv, this clinical formulation which is shared with the parent can 
he expressed as a paradox.** Essentially, it consists in recognizing 
that the child has a problem reflecting motives and impulses that 


are completely opposite to the ideals or values that the parent 


has labored to produce in the child. 


Cask PRESENTATIONS 


Case | 


The sexually inhibited, highly moralistic mother of five vear-old 
Arthur, came to the clinie desperate for help in managing her son. 
During the course of the interview she vehemently declared, ‘I 
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*The writer is deeply indebted to his former teacher and supervisor, Dr. Joseph 
‘ramer, now associate professor and director of child psychiatry, Albert Einstein 
Medical College, New York, N. Y., for the concept of the paradox, upon which the 


linical experiences described here rest. 
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think men like my husband are just beasts. They only use women 
for their own sexual pleasure. [ intend to bring up my son to be 
a real gentleman.” Arthur’s symptom was masturbation. The 
mother said she had first “caught him masturbating” when he 
rolled back and forth in the crib at five months of age. She had 
tried “everything possible” to stop the masturbation, including 
punishments, restraints, and bribes. Further history revealed that 
the marital relationship had been a stormy one with many separa- 
tions and reconciliations over the husband’s alcoholism, vulgarity, 
and sexual demands. 

After the mother reflected upon the paradoxical effect of her 
efforts, she said “I guess you mean that since | worried so much 
about his turning out like his father, this must have something to 
do with his masturbation.” 

Comment, This mother’s repressed sexual impulses made her 
unable to respond appropriately to the normal activities of a five- 
month-old infant. In the face of this neurotically-determined anx- 
iety on the part of the mother, the child in turn became preoccupied 
with the impulse in his attempt to integrate this tension into his 
life’s experiences. 

Case 2 

John, a 12-year-old boy, the youngest of three sons, was referred 
to the Pittsburgh Child Guidance Clinic because of truancy, school 
failure, and open rebellion against both parents. He defiantly de- 
clared his intention to live in a shack in the woods, as did a town 
character who was regarded as a shiftless ne’er-do-well by the 
community. The father was completely alienated from his son and 
was most bitter about the boy’s “irresponsibility.” In speaking 
about his own life, the father related that he had developed an 
ulcer of the stomach shortly after a promotion to a responsible 
position in a steel mill. He could recall many nightmares and 
aleoholic episodes resulting from the anxieties he felt over the 
promotion. He had consciously determined that his son John, 
who was born the vear of this promotion, would be a responsible, 


conscientious worker; and he had berated, criticized, and punished 
John for the slightest evasion of duty. 


Through his consideration of the paradox of how such a con- 
scientious man in such an important position could have produced 
such a totally irresponsible son—in spite of all his deliberate 
efforts to create a hard-working boy of whom he could be proud 
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the father was able to recognize the relationship of his own 
anxiety about lus work to the hov’s clinical picture. 

Comment. The deeply repressed dependency problem of the 
father was not probed. The affect-laden, reaction-formation de- 
fense against this conflict was brought to the father’s attention 
and was related directly to the boy’s current difficulties. The para- 
dox, as an interpretation, helps the parent become aware of his 
contribution to the child’s behavior. 


Case 3 

David, a 12-vear-old Negro boy, the second of five children, was 
referred to the Juvenile Court because of constant physical fights 
with his classmates. In these almost daily battles, David was 
clearly the instigator because of his taunting, provocative aggres- 
siveness, 

He was a muscular, intelligent boy with a prominent, surgically- 
repaired harelip. He was obviously sensitive about his appear- 
ance and accused his playmates of calling him “cut lp.” When 
asked to draw a person, David drew a Roman gladiator and fan- 
tasied that this warrior was standing in the arena before a huge 


audience, anticipating his next fight with wild beasts. He followed 
this picture with a drawing of a woman who wore shoes that were 
so tight that her face was in a grimace of pain. 

The mother was a placid, slow-speaking, maternal figure who 
also had a repaired harelip defect. She defended herself vigor- 
ously, saving, “I just don’t understand that boy. None of my other 
children ever fight. [ make it clear to them that Pd never stand 
for it—especially in David. I always told him he shouldn’t fight. 
| know how kids tease, and | tell him over and over, ‘Just don’t 
pay no attention.’ She readily recalled the painful personal ex- 
periences caused by her own hairlip and said, “I never let on what 
| felt. | just kept it inside. No one knew how bad they hurt me 
when they called me ‘cut lip.’ 

At an appropriate moment, this paradox of the only boy in the 
family who fights being the one child to whom the mother had 
riven special warnings and punishments against fighting, was 
brought to the mother’s attention, and her speculation as to how 
this was possible was encouraged. 

Comment. The close identification of mother and son is obvious. 
As Johnson® so convincingly described in her cases, the vicarious 
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gratification which the mother gained from her son, who didn’t 
“take any lip” from the children, made it difficult for her to react 
convincingly when she attempted to curb his aggression. His fight- 
ing satisfied her own wishes to retaliate. The boy was sensitive to 
his mother’s interest in his battles, as he indicated in his portraits 
of the gladiator and the woman in pain. The mother, now less 
preoccupied with feelings of inferiority, could recognize that 
David was battling her old hurts, as well as his private ones. More 
over, she could see that in reality she had never been convinced 
that fighting was wrong for David. 


Clase 4 

Five-vear-old Paul was referred because of violent outbursts of 
temper directed toward his vounger sister, his playmates, and 
his mother, Early in her interview, his mother commented, “When 
my second child was born, | vowed that my kids would never fight. 
[ think it is terrible for the children in the family not to love each 
other.” She went on to describe her own lifelong pattern of passive 
overconformity to her parents and her inability to express any 
of her competitive jealousy of her vounger, more favored sister. 
As this mother continued to express her dissatisfaction with her- 
self as an inhibited person, she spontaneously reflected, “You 
know, Doctor, come to think of it, it does seem strange that I, who 
can’t get angry at all, have a son who is always getting mad and 
hitting people.” 

Comment. For a long time, this mother had been aware of her 
need for approval, and of her inability to express competitive, 
aggressive feelings. She was aware of still unresolved bitter feel 
ings toward the vounger sister, and became aware that they were 
preventing her from handling her son’s anger realistically. While 
the inhibition of the mother has its reots in other areas as well, 
attention was focused upon the current sibling and peer-difficulties 
of the mother, since the boy similarly has his greatest difficulty 
in this area. 

Case 9d 

Ten-vear-old Larry, the vounger of two children, was referred 
to the Child Guidance Center after expulsion from one school and 
threatened expulsion from a second, because of his impulsive, dis 
ruptive, hyperactive behavior. At home his lack of self-control] 
and his demands for attention caused constant friction. His father 
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was a “poker-faced,” rigidly self-controlled, successful business- 
man, who said he had always wanted to bring up his sons to be like 
himself and his own father, in always having perfect control over 
their emotions. When the paradoxical effect of his efforts to raise 
his son according to this ideal was brought to his attention, he 
could only stiffly reply that this was indeed an “ingenious specu- 
lation,” but that it had nothing to do with his son’s problems. 

Comment. After this boy was accepted at the Child Guidance 
Center for treatment, the father continued in part to view his son’s 
rebellious behavior as normal and healthy, and expressed a covert 
pleasure in describing his son’s defiance toward authority. His 
disapproval of the clinie was reflected in the son’s inability to form 
a working relationship with the psychiatrist. This case suggests 
the possibility that, if denial is so great that the parent cannot 
grasp the formulation, this fact may be of prognostic value for 
the case. 

Case 6 

Fifteen-vear-old James, an only son, was referred because of 
his inability to do adequate schoolwork in spite of above average 
intelligence. Ever since the first grade, Jimmy had barely passed 
each year, and the family life revolved about the attempts of the 
parents to make him do homework and get better grades. The 
fruitless efforts to improve the school situation included nagging, 
deprivation of privileges, and frank physical punishment. 

Psychiatric examination of Jimmy revealed a bright, personable, 
friendly boy, who was able to relate warmly and spontaneously. 
He evidenced no difficulty in his relation with peers or in his 
ability to do physical work. It was apparent that the academic 
difficulty represented an encapsulated emotional problem. His 
father was a meticulous, highly critical, tense person, who said, 
“T never finished school like my father wanted me to and I’ve 
always regretted it. A man simply can’t get ahead if he is ignor- 
ant. My wife and I have worked hard to make sure Jimmy did 
his homework all the time.” 

The father regretted that he himself had run away from home, 
and compared his son’s “wonderful opportunities” to the difficul- 
ties he had in working himself up into the position of a radio 
engineer. The mother had completely accepted the husband’s at- 
titude toward academice work and had devoted herself entirely to 
the task of having her son fulfill the father’s ambitions and wishes. 
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Within the excellent relationship that was quickly formed with 
both parents, the psychiatrist made the following comment, “Tell 
me how, in spite of all your efforts, did you ever manage to pro- 
duce a boy whose only difficulty seems to be his inability to do 
good school work?) What do you think you could have done that 
was wrong and could have made your boy turn out to be the oppo- 
site of what you wanted so much?” 

Comment. This ease illustrates that both parents may be partici- 
pating actively in the child’s problem. It was not possible within 
the time (and circumstance) available to clarify why the mother 
should share so completely in the highly invested concern of her 
husband. 


CAN THE Parapox Br Formvunatep iN Every Case? 

It was not always possible to demonstrate the presence of such 
a contradiction between the parental attitude and the clinical pic- 
ture of the child as was shown in these cases. Certainly the skill 
and experience of the examiner plays as large a role here as does 
diagnostic acumen in any branch of medicine. Keeping this in 
mind, it still has been possible to recognize some of the outstanding 
characteristics of the cases in which the dynamies of the paradox 
have been most clearly seen, and could be most advantageously 
used therapeutically. These characteristics can be considered from 
the standpoint of the symptom itself, the parent, and the child. 

In the cases in which the paradox could be sharply defined, the 
symptom or chief complaint was found to be relatively specifie and 
did not shift easily into other forms. If there were more than one 
svmptom present, it was possible to isolate a single complaint 
which was the least tolerable to the parent or caused the greatest 
concern. Taken as a whole, the symptoms represented the entire 
spectrum of psychopathology. The paradox has been found in 
somatie problems, such as encopresis and vomiting; in habit dis 
orders, such as tics and masturbation; in neurotic manifestations, 
such as school phobias and learning inhibitions; as well as in anti- 
social disorders. When the clinical picture was diffuse or was a 
rapidly changing one, the specific psvchodynamies were more diffi- 
cult to define. 

The parent can generally be described as having a relatively 
stable ego and able to relate reasonably well to the doctor. The 
presence of external hostility or anxiety or defensiveness, how- 
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ever, would cripple effective communication and blur factual in- 
formation. The anxiety of a parent over the child’s symptoms 
allows the psychiatrist freedom in exploring the parent’s attitudes 
and feelings about the child’s problem. 

It is well to bear in mind that the child is not simply the pas- 
sive reflector of the parents’ unconscious conflict, but that he reacts 
in some highly individual fashion to the svmptom itself. The elin- 
ical picture of a child who has recently developed a phobia is quite 
different from the same child who might be seen 10 years later. 
In eases in which secondary elaboration and spread of the primary 
conflict-defense problem had taken place, it was not always pos- 
sible to demonstrate the paradox or to influence the child, as might 
have been possible earlier by treatment of the parent alone. 


INTERVIEW TECHNIQUE 

The writer has found that separate examinations of the child 
and parents by different therapists are of less value than exam- 
inations carried out by the same person. The latter allow a rapid 
evaluation of the entire family and facilitate the testing of in- 
ferences about family interaction. 

Through his consideration of the history, his examination of the 
child and the parents, the examiner is able to reconstruct the dy- 
namic interaction between the parent and child. There are no fixed 
rules for the wording of the interpretation itself. The important 
eature of the discussion, indeed the crucial therapy, is to allow 
the parent to make the necessary observation that there is a eon- 
nection between his ideas, his feelings, or his actions and the osten- 
sible problem presented by the child. Some of the ways in which 
this can be done are as follows: The doctor may comment, “You 
know—generally, the child is a chip off the old block. If you were 
not interested in school, it might be understandable that vour son 
isn’t interested either. But look how hard you have tried to get 
him to do the work. What could you possibly have done that was 
wrong that would have made him lose all interest in it?” Or he 
nay say, “Tell me, how did vou manage to produce a boy who is 


really just the opposite of what vou had hoped and planned?” 


In the case of the child brought in for uncontrollable fighting 
with his younger sister, the parent was asked, “Do vou think there 
could be any connection between the fact that you were so terribly 
afraid that the two kids would never be able to get along, even 
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when they were tiny infants, and the fact that now they actually 
have this trouble?” 

The deep, vrenetic, unconscious conflicts of the parent are not 
exposed, or explored directly. The interview is focused entirely 
upon the current, dominant, neurotic conflicts of the parent, which 
are the preconscious derivatives of unconscious impulses. These 
preconscious derivatives are what is sought for in the initial study 
of the case and what is used in the construction of the paradox. 
This technique of approaching the parent’s nuclear conflict follows 
the well-established analytic rule, “Interpretations are made from 
the side of the ego.” 

THERAPEUTIC IMPLICATIONS 

The approach described in this paper has been found to be of 
value in influencing pathological parental attitudes. It appears to 
have special merit when used with families who can be seen for 
only a few interviews, and when the child is of pre-school age. As 
Saul® has pointed out from his experience with adult patients, 
much may be accomplished in one or two interviews. In the pres 
ent case, the parent, by recognizing the dynamics underlying his 
problem, obtains a key to the handling of future difficulties. Hope 
fully, the nucleus of understanding will continue to grow gradually 
as the changed attitude leads to improvement in the parent-child 
relationship. The newly-formed connection may require further 
reinforcement and support. The effect upon the child is assessed 
with time; and, by evaluation of this response, one is able to decide 
whether direct treatment of the child is indicated. 

Frequently—as illustrated by the first case of five-vear-old 
Arthur with a compulsion to masturbate—by the time a family 
seeks help for some problem manifested by the child, the situation 
has deteriorated into a vicious evele. The parents increase their 
efforts to control the symptom, which, in turn, becomes more en 
trenched or takes another form as the child reacts to the nagging, 
punitive parent. Even though the parents may he distressed over 
their behavior toward the child, they are unable to control it, be 
cause of the anxiety aroused by the child’s symptom. When the 
parents begin to recognize their part in the child’s difficulties, 


they gain a sense of hope in their ability to control the problem. 
This itself is of great value in lessening tensions. It clears the 
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air of the fruitless bickerings and sets the stage for the re-estab- 
lishment of better parent-child relations. 

The parents’ conscious desires for the child are used in the man- 
agement of the case. Since their efforts have been unsuccessful 
for so long, they can accept—albeit with effort—the suggestion 
that since nagging and punishments have been ineffective, these 
measures may be discontinued until a better method, a new way 
of looking at the problem, can be worked out. 

Sometimes the change in the parent’s attitude is dramatic. The 
father of irresponsible, 12-year-old John (Case 2) quickly realized 
his hypersensitivity to what were only normal expressions of all 
children. He sensed how he used his son—as a scapegoat for his 
own job anxieties. The son, in turn, responded to the different 
attitudes of the parent, and in the next interview with the family, 
held six weeks later, the tension between father and son had less- 
ened considerably. The father reported that, while it was still 
hard for him, he had been able to control his criticisms and be 
more patient with the boy. The father was able to explore com- 
fortably the idea that sometimes a parent, in trying too hard to 
prevent some situation from occurring, might help to produce it 
by the very concern he has over it. This family has been followed 
for almost a vear, and there has been steady progress in improved 
home relations, as well as improvement in the boy’s capacity to 
work at school. 

DiscUssION 

Psychoanalytic study of the motivations and behavior of the 
individual has undergone two distinct phases. Psychoanalysis first 
concerned itself with the discovery of unconscious motivation and 
the persistent efforts of unconscious impulses to find expression. 
Gradually, interest became focused upon the study of the defense 
used by the ego against these unconscious impulses. Analysis of 
these mechanisms of defense, which include character formations, 
is now anticipated and planned for during the process of therapy. 
Taking the parent-child unit in the field of child psychiatry as a 
model for comparison to the individual patient in adult psychiatry, 
one finds a similar shift in the focus of interest. In the early 
phases of analytically-oriented child therapy, treatment was di- 
rected at the child alone. Gradually, therapists became aware of 
the need to plan for the parents’ participation in the management 
of the child (Lowrey’). Therapists are aware of the role that the 
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unresolved, unconscious conflicts with the parent play in the for- 
mation of the child-psvchopathology. The task now becomes the 


translation of this knowledge of pathogenesis into effective appli- 
cation in the clinical approach to the parent-child unit. 


Every parent who has strong and inappropriate feelings, toward 
some aspect of a child’s actions, which prevent dealing realist- 
ically in meeting the child’s needs is potentially the parent of an 
emotionally-disturbed child. Practically, it simply is not possible, 
nor is it actually always indicated, to offer analysis to the parent 
in order to uncover the specific conflict which produces these 
affects. 

In selected families characterized chiefly by a stable ego of the 
significant parent and a relatively circumscribed clinical syndrome 
of the child, a therapy of partial insight—limited to interpreta 
tions that connect the parent’s affect to the child’s symptoms 
has been found to be surprisingly effective. In such cases, the 
value of the paradox-formulation lies in its elements of surprise 
and its dramatic clarity; but this value can be realized only if a 
significant relationship is established. The ease with which this 
can be done must be related, in part, to culturally determined at- 
titudes widely held toward a physician. The interview experience, 
with its intense combination of anxiety, expectation of help, and 
respect for authority, gives the parent an opportunity to identify 
with the psychiatrist. The psychiatrist offers a new way to accom- 
plish what the parents, themselves, so far have failed to do in 
the management of their child. The therapist helps the parent 
recognize the presence of a particular attitude or belief which has 
a unique significance for the parent, and the effect this has had 
upon the child is shown. The origins of these emotionally-charged 
convictions are not explored. The goal of treatment, as outlined 
in this paper, is not the analysis of the parent, but the relief of the 
child’s symptom by an alteration of the parent’s attitude. To this 
purpose, the formulation of the paradox lends itself admirably. 
It is a succinct statement of the immediate psychodynamies be 
tween parent and child, dynamies which, although rooted in uncon 
scious motivations in the parent, are approached clinically by way 
of the parent’s ego. 

SUMMARY 

The suecessful management of the parent who asks for psy 

chiatric help for a child requires special consideration. While psy 
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chotherapists have become aware of the parent’s unconscious 
motivations in the pathogenesis of the echild’s psychopathology, the 
clinical application of this understanding has lagged behind theo- 


retical knowledge. The author feels that it is possible to help 


the parent become aware of his specific involvement in the child’s 
symptoms without resorting either to a psychoanalysis or other 
prolonged psychotherapy of the parent. The formulation of the 
psychodynamics of the interplay between the parent’s role and 
the echild’s symptoms is presented in this paper. The key thera 
peutic maneuver lies in the mutual elucidation of the paradox that 
the child has apparently turned out to be the complete opposite of 
those attitudes and ideals which the parent had attempted to 
realize in rearing the child. Cases which illustrate this paradox 
are presented. Clinical experience has demonstrated that the value 
of the ego-syntonic paradox formulation lies in its ability to en- 
able a parent to recognize and accept his own unwitting participa- 
tion in the child’s emotional problem. 
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DIFFERENTIAL EFFECTS OF CHLORPROMAZINE AND RESERPINE” 


BY DAVID PEARL, Ph.D., LOUIS HERMAN, M.D., HARRY VANDER KAMP, M.D., 
ALBERT OLSEN, M.D., AND STEWART G. ARMITAGE, Ph.D. 


Chlorpromazine and reserpine have been the two most widely 
utilized ataractic drugs in the treatment of schizophrenic patients. 
Numerous clinical, but few experimental, comparisons have been 
made as to their differential effectiveness. The following study 
was designed to compare the actions of these drugs with respect 
to behavior alteration and to changes in cognitive functioning as 
measured by psychological tests over a period of six months. 


MerHop 
Forty-eight chronie schizophrenic patients were randomly 
chosen from a larger pool of patients on a single ward. They had 
not previously received ataractic medication. These patients 
ranged from fair to poor reality contact and were from 24 to 60 
vears old, with a median age of 36. The 48 patients were then 


randomly divided into two groups of 24 subjects each, one group 
| J | 


to receive chlorpromazine and the other, reserpine. Dosages were 
not uniform, but were to be what the ward psychiatrist considered 
optimum for each patient. Administration of reserpine was in 
tablets of 1,2 or 4 mg.; and chlorpromazine was in capsules of 50 
and 100 mg. The actual reserpine dosage varied from 2 to 10 mg. 
daily, the majority of reserpine subjects receiving + to 5 mg. 
a day. Chlorpromazine dosage varied from 200 to 800 mg. daily, 
the modal prescription being 300 to 400 mg. a day. No placebos 
were employed, since this was a comparative study and did not 
attempt to determine the absolute efficacy of the two drugs. 
Subjects within each group were continued on their respective 
medications for three months, following which, half of the patients 
in each drug group were randomly switched to the other medica 
tion, While the remaining subjects continued their original medi 
cation.** This second phase lasted an additional three months. 
All subjects were evaluated before medication and = again 
From the Veterans Administration Hospital, Battle Creek, Mich. The chlorproma 
zine for this study was supplied as thorazine by Smith, Kline and French Laboratories, 
Philadelphia. 
**Chlorpromazine and reserpine subjects switched to the other drug will be referred 
tu as CR and RC groups, respectively. 
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monthly by means of an abridged Lorr “Multidimensional Scale 


” This contained 25 seales, which 


for Rating Psychiatric Patients.’ 
were obtained by excluding subseales with the lowest factor load- 
ings on the 11 multidimensional factors characterizing the Lorr 
scale. Independent ratings based on diagnostic interviews were 
also obtained. These interviews were conducted by five teams, each 
composed of a psychiatrist and a clinical psychologist. Patients 
were randomly assigned to the various teams in approximately 
equal numbers, and were interviewed by the same teams during 
the course of the study. Ward behavior was rated by supervisory 
aides of two different duty shifts so that both day and night be- 
havior of patients contributed to these evaluations. Each rater of 
a team contributed independent appraisals. No rater was aware 
of the specific medication a patient was receiving. 

Judges’ ratings were either identical or deviated one scale point 
in 83 per cent of all ratings, and these results were interpreted 
as indicating acceptable reliability for this study. The combined 
ratings of the two interview judges and those of the two super- 
visory aides were utilized in the analysis as probably represent- 
ing the most valid descriptions of patients that were obtainable. 
Subjects were tested before the initiation of drugs, at the end of 
three months (before medication switches) and at the end of six 
months—by the information, similarities, block design and digit 
syinbol subtests of the Wechsler-Bellevue Intelligence Scale,*? and 
by various subtests of the Wechsler Memory Seale.‘ 

It was proposed (a) to determine whether one drug had a 
vreater effect than the other on both behavior and cognitive fune- 
tioning; (b) to determine trends in behavioral changes over the 
six-month duration of the study, e.g., to find out whether indicated 
changes in behavior were initiated early and continued at a regu- 
lar rate, or were delayed and occurred after an initial drug intake 
build-up; (¢) to determine the average rate of behavioral change 
occurring for subjects in each of the two drug groups; and (d) 
to determine the effects of switching medication after an initial 
three-month trial period. 


Various analyses involving analyses of variance for repeated 


measurements of the same subjects—t tests, chi square procedures, 
isher’s exact test, and determinations of trends and their signif- 
icance—were employed. 
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RESULTS 

Analysis will be reported in terms of behavioral and psycho- 
logical test performance changes. For behavioral changes, alter- 
ations of morbidity and factor scores of the abridged Lorr scale 
were employed to determine differences between the two drug 
groups for the first three months. Such morbidity scores may be 
viewed as a measure of the over-all degree of psychopathology 
present—while the factors of the scale have reference to various 
dimensions of psychopathology. 

Because of the fractionation of groups after the third month 
and the loss of various subjects to the investigation, it was inad- 
visable to use a precise analysis for data of the fourth, fifth and 
sixth months. Consequently, evaluation during this second phase 
Was primarily of the broad behavioral effects of the drugs in that 
the numbers of decreased or increased factor scores,* summated 
for all subjects belonging to a drug group, were employed to deter- 
mine differences in the various groups. This approach was also 
used for additional data from the two drug groups of the first 
three months in order to permit comparisons of similar data. Psy- 


chological test scores were treated similarly to the behavior change 
data. During the first three months, individual psychological sub- 


tests were evaluated, along with analyses of the numbers of in- 
creased or decreased test scores accruing to each group. For the 
second study phase, only this last, grosser, evaluation was war 
ranted. 

Over-all, as indicated in Table 1, no significant differences in 
behavioral data were found between chlorpromazine and reser- 
pine at the end of three months and between the four fractionated 
groups at the end of six months when the P 
dence is used as a criteria. 


05 level of confi- 


Although no differentiation between these drugs was found when 
comparisons were made after one and again after two months of 
dosage, a distinct tendency for reserpine to effect greater change 
was found after the third month evaluation (between P==.05 and 
P—.10). This tendency was less the following month, and after the 
fifth and sixth months, was no longer in evidence. Analysis of 
factor changes at the end of the third month disclosed that the 
tendency for reserpine to be more effective at this time was pri- 

“Factor and morbidity scores indicate the extent of psychopathology. Decreased scores 


are in the direction of iniprovement whereas increases reflect greater pathology. 
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Table 1. Comparison of Summated Factor Score Changes 
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marily restricted to Lorr scale factors G and H, which are motor 
disturbances and resistiveness, respectively. In both of these areas, 
changes for reserpine subjects were greater than those of chlor- 
promazine patients at between the P=.05 and P=.10 levels of 
contidence, 

Time trend analysis of morbidity score changes effected by these 
two drugs indicated that these were linear; that is, the extent of 
hehavioral effects tended to be roughly proportional over the six- 
month time range to the length of time on medication. As Table 
2 shows, this does not imply that changes are continual and pro- 
gressive, but merely that a continuation of either drug beyond the 
first month will result in behavioral improvements. Calculation of 
the average rate of change per subject over the entire six-month 
range disclosed an average monthly morbidity score reduction of 

8 for chlorpromazine patients and —3.4 for reserpine subjects. 

Average monthly changes over a six-month period for subjects 
initially on chlorpromazine or reserpine and then switched to the 
other drug were —.7 and —3.7, respectively. These differences 
In rates are not significant. However, when average rates of 
change for the first three-month phase are compared, the reserpine 
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Table 2. Morbidity Score Means 


N Pre-drug 1Mo. 2 Mo. 3 Mo. 4 Mo. 5 Mo. 6 Mo. 


Chlorpromazine 16 11.5 35.4 32.3 34,2 28.6 28.1 29.0 

CR* 6 35.5 37.8 fo D0 

Reserpine 10) 19.1 50.3 35.7 36.2 37.7 11.7 8.0 

RC** 7 36.0 27.8t 27.8 26.4 
Shifted fiom chlorpromazine to reserpine after three months. 


Shifted from reserpine to chlorpromazine after three months. 


This morbidity score decrease of 8.2, seemingly important is deceptive. Analysis of 
variance of RC subjects’ scores reveals considerable variability, resulting in a large 
error variance. Hence, this score decrease falls short of being a significant improvement. 
\ significant change at the P=.05 level of confidence requires a minimum score decrease 


ot 4 pouits, 


rate of —).3 is significantly greater (P==.05) than the average of 

.8 for the chlorpromazine group. This, however, seems to be re 
lated to the reserpine subjects’ pre-drug morbidity scores, which, 
while not significantly different from those of chlorpromazine sub 


jects, were vet somewhat higher. Thus a “regression toward the 
mean” effect may have partially affected the average monthly 
morbidity score change of the reserpine subjects. Further analysis 
of such changes for subjects receiving either chlorpromazine or 
reserpine—as shown in Table 2—discloses some interesting dilfer- 
ences between these two drugs in terms of the latency of their 
action. Thus chlorpromazine acted swiftly in producing a signifi 
cant reduction of morbidity scores (P==.05) at the end of the first 
month of medication. Thereafter, for the remaining two months 
of the study's first phase, no further effects were manifested. In 
contrast, reserpine effected no significant changes after one month, 
and it was only after a second month on’ medication that reserpine 
subjects demonstrated significant behavioral changes. 

Thereafter, for the third month of medication and for the sue 
ceeding three months of the second study phase, reserpine failed 
to produce additional significant effects. The course of chlorpro 
azine during this second phase differed, as before, from that of 
reserpine. After the previous plateau period (second and third 
months) of no significant change, chlorpromazine subjects dem 
onstrated a drop in morbidity scores after the fourth month of 
medication (significant at between P=.05 and P=.10 levels of 
confidence). Again, after this drop, a plateau period of no change 
for the remaining two months was entered. When the effects of 
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lable 3. Comparison of 
I 


Summated Psychological Test Changes 


Chlorpramazine 


Reserpine 
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the drug switchover are evaluated for changes in the last three 
months, analyses of variance indicated that no significant changes 
occurred for either CR or RC subjects. 

Turning to a consideration of cognitive functioning, no signifi- 
cant psychological test score changes were to be found at three 
months when all the various tests were separately analyzed. Table 
3 presents the summated test score changes which were used as 
one basis for comparisons. 

As Table 4 indicates, this approach also failed to exhibit differ- 
ences between chlorpromazine and reserpine subjects at the end 
of three months. A similar negative finding was also found in a 
six-month comparison. 


However, a comparison of RC subjects with those continuously 
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on the same drug and those switched from chlorpromazine to re- 
serpine indicates that a significantly greater number of increased 
psychological test scores resulted for the RC group. As indicated 
previously, this increment in psychological scores failed to be 
accompanied by behavioral improvement for these RC subjects. 


DiscUSSION 

The most significant finding to emerge is experimental evidence 
of differences in the speed with which chlorpromazine and reser- 
pine act. This finding, if substantiated, is of significance in the 
choice of an ataractic drug for patients similar to those of this 
study. Since no significant differences in the promotion of clinical 
changes were found between these two drugs, it would appear 
that the length of time available for treatment becomes an im- 
portant consideration. Chlorpromazine would seem indicated for 
patients whose hospitalization is apt to be brief—of only one or 
perhaps two months in duration. Again, chlorpromazine would 
seem to be the drug of choice when relatively rapid initial im- 
provement is desired. When more time is available for treatment, 
for example, three to six months, the choice of drug may be left 
to other considerations. 

It is tempting to interpret the significantly greater number of 
cognitive test changes in the instance of RC subjects as evidence 
of the superiority of this combined drug approach. Nevertheless, 
the lack of superior behavioral changes for this group casts some 
doubt on this conclusion. It may be that the psychological test 
changes are delayed ones and are associated with the significant 
behavioral changes effected in the RC half of the reserpine sub- 
jects at the end of the third month and before the switch of medi- 
cations. The position may be taken that a switch from one drug 
to another may permit a number of subjects, unresponsive to the 
first, to respond to the second, or it may be held that the second 
drug may promote a potentiation of the improvement shown )y 
some with the first drug. The first possibility is not supported 
in this study in that CR subjects would also have been expected 
to show behavioral or psychological gains superior to those con 
tinuously on one drug. A perusal of data for subjects of switched 
drug groups also fails to reveal clear-cut indications of trends 
for subjects previously either improved or unimproved. A further 
investigation of such serial drug treatment may be advisable. 
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A strong tendency has been reported here for reserpine to pro- 
duce greater behavioral changes than chlorpromazine at the end 
of the third month. These changes seem to occur primarily in 
two psychopathological dimensions, factors H and G of the Lorr 
scale. For these subjects, a reduction of motor disturbances tended 
to occur and, in agreement with a previous study with similar 
schizophrenic subjects,’ resistiveness became lowered and patients’ 
co-operation with each other and with ward personnel increased. 

Neither drug was apparently superior to the other in produe- 
ing significant changes in other areas of psychopathology—sueh 
as conceptual disorganization, self-conceptualization, withdrawal, 
hallucinatory symptomatology, depressive agitation and/or re- 


tardation, activity level or paranoid projection. 


SUMMARY 

Forty-eight chronic schizophrenic subjects were randomly di- 
vided into chlorpromazine and reserpine treatment groups for 
a period of three months. After this phase, half of the subjects 
in each group were switched to the other drug. Pre-drug ratings 
by an abridged Lorr Multidimensional Rating Seale and various 
psychological tests, monthly ratings, and psychological testing 
every third month were carried out. No significant behavioral 
differences were found for the six-month period, although reser- 
pine-—at the end of the third month—tended to be temporarily 
superior in its action. Analysis of behavioral change disclosed 
that chlorpromazine produced significant effects after the first 
month, whereas a reserpine build-up until the third month was 
necessary before conclusive behavioral changes occurred. In gen- 
eral, no significant differences in psychological test performances 
were found between the various groups. 
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ANTI-SEMITISM 
A Contribution to Its Freudian Interpretation 


BY J. J. TRUNK 


Epiror’s Nore. This paper concerns the psychology of anti-Semitism as 
a modern Jew sees it, a conflict between the Jews and the world as a whole, 
with recurrent persecution of the Jews. The author writes of “our Jewish 
history” in the first person, as “I,” a “modern Jew,” and “we,” the “modern 
Jews.” 

I. 

During the blood-drenched intervals of our Jewish history, in- 
tervals which unfortunately, recur periodically, like catastrophic 
outbursts of fire, we Jews continuously start new attempts to ex- 
tinguish the flames that threaten to destroy us. Our forebears 
used to do just that by prayers and fasting, with sackcloth on their 
loins and cinders in their hair. Jewish wretchedness was to split 
the heavens and evoke merey. And one must say: These irrational 
methods of curbing the intensity of human hatred against us were 
in reality an irrational defense against the tremendous affect 
which the entire gentile world harbored against the Jews, an affect 
which has accompanied the Jews along the path of their whole 
history. Our forebears were unable to explain rationally the world- 
hatred of the Jews—and they therefore connected it with the un- 
known absolute of divinity, that is, with the final Truth of history. 
From their remote history, the unremitting enmity toward the 
Jews of the entire dialectic drama which we call humanity was, 
for them, an unintelligible mystery; and they saw the explanation 
in the sources of a final Truth. 

We, the modern Jews, however, have seen in the uninterrupted 
Jew-hating nothing more than a product of political and economic 
conditions; nothing more than a hateful blindness which crafty 
and sinister individuals, for transparent political and reactionary 
purposes of their own, had spread around us like poisoned traps. 
All the Jews had to do, it seemed, was to throw light on the truth 

and people would soon realize how unjustly they had acted 
against us. All we had to do was to found societies against anti- 


Semitism—and people would visibly become more reasonable. Let 
the storm only pass, we thought, the storm which caused all life- 
waters to become turbid, and we should finally all be able to 
breathe more freely. And many a time, the storm did pass and 
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skies were clear again; but then the gigantic, tragie conflict be- 
tween the world and the Jews once again thundered. Many a time, 
we had lost faith in the world’s logical wisdom. Yet we continued 
to seek the rational “reason why” of history’s darkest drama. 


IT 

Only upon the broad plains of history, can we see the dramatic 
theater-play of humanity. And the deeply tragic conflict between 
the Jews in history and the rest of humanity is one of the most 
mysterious, indeed mystic, threads within this drama. However 
fervently we may attempt to explain this conflict, we finally have 
to admit that we are faced with a puzzle deriving from long be- 
fore the historic Jew appeared, a puzzle that may be almost as 
old as man himself and that mocks all explanations. The moment 
the historic Jewish man raised his head above the current of his 
times, his co-men immediately pounced upon him with terrifying 
hatred. And the struggle did not diminish in the least in the course 
of thousands of vears. Everything flows down the trough of time, 
flows and, for the most part, changes. But the hatred directed 
against Jews has never changed. It has remained stable like a 
primal element of the human world. Why? There will be an at- 
tempt to take the matter up subsequently. But here, it should be 
recalled that in the oldest extant documents of Jewish history 
the Pentateuch—anti-Semitism appears in almost the same forms 
as those in which it is propounded by the most modern anti-Sem- 
ites. The author of Fxrodus, for instance, describes the ancient 
Kgvptians’ attitude toward the Jews. He tells only a little, and 
I believe that, far from exhausting the subject, he purposely re 
frained from mentioning all details of the hatred for Jews. One 
may assume that the matter was very painful to him, and that 
he brought forward only those details which were absolutely re- 
quired to motivate his story. 

Likewise, I am convinced that many of the defamatory anti 
Jewish tales in the writings of the Egyptian scribe, Manetho 
and he assures us that they are verbatim quotations from more 
ancient Egyptian scripts—were correctly reported. Manetho did 
not simply invent them; he copied them word for word from older 
papyrus rolls. Without general, deep-rooted hatred of the Israel 
ites on the part of the Egyptian masses, it would surely not have 
been possible to maltreat the Jews and make their lives miserable 
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in such a manner. I believe the same to be true of the anti-Semitic 
accusations attributed by the author of Esther to Haman. Here 
again, the Jewish author apparently drew from gentile literature 
or from general opinions about Jews prevalent in the non-Jewish 
surroundings. And again he wished to be as brief about it as pos- 
sible and to limit his account to the few charges which he found 
absolutely necessary to motivate the action and to achieve the de- 
sired suspense of his story. 

Anti-Semitism is surely not the product of the Diaspora alone, 
as the Zionists attempt to persuade us. We Jews came to be re- 
garded with such bitter enmity by humanity in general, they say, 
only because we did not have a country or a state of our own. This 
historic diagnosis of anti-Semitism is entirely false. Anti-Semi- 
tisin reached its most severe forms in the Greek and Roman world 
at the time of Herod the Great and his dynasty, when, under 
Herod’s reign, Jewish statehood was at the peak of its develop- 
ment. At that time the “Jewish Commonwealth” was an impor- 
tant state. The Jewish population in Palestine was then greater 
than at any other time in history. Yet at precisely that time po- 
gxroms were in order; Alexandria was an anti-Semitic inferno; and 
such persons as Apion were thundering against the Jews, not less 
venomously than Streicher or Hitler in our day. Apologists for 
the Jews, such as Philo and Josephus, had to muster the strongest 
arguments in rebuttal. But the results of all the parrving were 
precisely the same as those achieved by modern fighters against 
anti-Semitism. All clever and persuasive arguments in the Jews’ 
defense remained as if suspended in thin air; Jew-hatred did not 
diminish. Many a time, it seemed as if the entire planet were be- 
ginning to burn under the Jews’ feet; that there was no way to 
escape this tragically mysterious and perennially bloody opposi- 
tion. 

I] 

| personally have always regarded the Jewish element as one 
of the oldest and most gripping motifs in the dialectic drama of 
human history, a drama that is dialectie in the Hegelian sense of 
progressing by stages of thesis, contradiction and synthesis. The 
Jewish motif rings in this selfsame drama as one of the contra- 


dictions that urge it forward to continuously higher syntheses. ] 
have held that the bitter animosity of other people toward the 


Jews belongs among the mysterious driving forees of the cosmic 





J. J. TRUNK ot 
play of humans upon the Planet Earth. One must not analyze 
hatred for the Jews by means of superficial social categories 
alone; it must be traced into the subconscious or unconscious dia- 
lectics of the human psyche throughout history, again a progres 
sion of thesis, contradiction and synthesis, consciously unper- 
ceived. Its sources must be sought deep, deep in the very substance 
of humanity. But the study of a great deal of both anti-Semitic 
and apologetic literature, with the hope of getting at least a notion, 
however slight, of this most tragic historical secret, has had dis- 
appointing results. Neither the anti-Semitic nor the apologetic 
writings have probed the depths of the psyche of history. They 
accept the symptoms of anti-Semitism as its very substance. The 
symptoms—the social forms in whieh anti-Nemitism has come to 
light—have, indeed changed according to the circumstances of the 
times. But the anti-Semitic substance appears to have remained 
stabilized in the unconscious throughout history, to have remained 
unchanged, unaffected, a tremendous psychological motor. The 
best evidence of this is that nothing has been achieved in the fight 
against anti-Nemitism by simply correcting its symptomatic 
causes. For syinptomatic treatment cannot lift the cause from its 
psychie depths. 

Two books, however, seem to have attempted to get at the crux 
of the matter, seeking to explore the historic secret of anti-Nemi 
tism itself and not merely to record its external manifestations. 
These are the book of Genesis in the Pentateuch; and Moses and 
Monotheism by Sigmund Freud. 

Even though Freud’s work was written many thousands of vears 
after Genesis, the discussion will begin with Freud, but some gen 
eral considerations should be outlined first. 

Men can get a glance into the world of the planets only by means 
of the telescopes men have constructed; and they can understand 
it only by recourse to mathematical constructions. But— as was 
demonstrated by Einstein—all these constructions are not capable 
of giving us any objective assurances as to the trend of cosmic 
laws. One must be satisfied with the relative approximations of 
human understanding of those laws. Only with the aid of built 
up, human semantic structures, is it possible to ascertain more or 
less accurately man’s position in the world. They are the only 


and perhaps exceedingly weak—ladders upon which to ascend 
toward comprehension of man’s surroundings. Those pundits who 





eed 
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build the structures of our world-thinking are the true geniuses 
of humanity. In the most recent era of human thought, there have 
been three such geniuses, who created forms of extended, con- 
structive thinking. They were Hegel, Darwin, and Freud. 

Imploying the dramatic construction of dialectics, those three 
geniuses attempted to build the speculative system which would 
somehow allow discerning the course of the world’s development. 
Only superficial students considered the Hegelian theories of dia- 
lectics a complete truth in themselves, proposed by the philosopher 
as the objective facts in the picture of the world. Not so. The 
system of dialectics is only an instrument for guidance. And it is, 
indeed, the best possible guide. It is based both upon the dramatic 
events of human history and the dramatic events of the human 
psyche. Hegel considered human history to be an outcome of 
cosmic “happening.” According to the rules of history, which were, 
so to speak, nearest to our perception, he attempted to conjecture 
about the historical progress of the cosmos; from the parable of 
human history, he tried to divine the hidden meaning of the world. 
And Darwin attempted to enlarge this dialectic picture of the 
world, so that it would encompass the sphere of the world’s zo- 
ological development as well. Darwin sought to reveal the myster- 
ious and unified drama of the world by uncovering the long chain 
of zoological progression. Freud attempted to find the drama of 
history in the ways of the human psyche—and, incidentally, in the 
cultural development of man. Hegel, Darwin, and Freud all began 
to view the individual as the actor in the play of world dialecties ; 
as a small link in a long chain—a link which earries in its indi- 
viduality the entire epic of world history: In the drama of indi- 
vidual life—both physical and intellectual—the tragic drama of 
the world repeats itself over and over, again and again. 

In Totem and Taboo, as well as in later works, Freud, like a 
true genius, attempts to fashion an instrument which is to help 
in probing, with increased assurance and clarity, the dark abyss 
of the psyche throughout the history of the individual; and there- 
fore also the psyche of humanity throughout human history. Freud 


also considers dialectic conflicts to be the motive force of psychic 
development. In Totem and Taboo, he attempts to describe the 
very first conflicts—those which occurred at a time when the 
human species was still close to its beastly origin and the distance 
between man and ape was still almost insignificant. Knowledge 
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of this Freudian work is assumed here, since reviewing its content 
would lead far from the subject at hand. 

But I wish to note emphatically: Those who accept this Freud- 
ian construction as a real historical incident of the human past 
do not comprehend the essential framework of the Freudian the- 
ory. Neither was Hegel’s theory of dialectics meant as a simple 
statement of the world’s genesis. No serious thinker ever was 
ambitious enough to believe he could watch god’s fingers at work 
and could see the little serews and wheels of the Cosmos. Like 
the agnostic, the gnostic also knows that in the final analysis we 
know nothing and cannot know anything. But whereas the agnos- 
tic considers “not knowing” the highest virtue, the gnostic at- 
tempts to divine at least the rules of human perception, in order 
to find in their reflection a distant gleam of the ways of the uni- 
verse. This has been attempted with the aid of various construc- 
tions. In Totem and Taboo Freud tried to reconstruct the first 
tragic drama of humanity, so that, in light of it, he might, some- 
how, comprehend the drama of humanity which has not yet ended, 
which continues on the stage of time; and which is called history. 


IV 


Anti-Semitism is rooted firmly and deeply in the mentality of 
non-Jewish peoples, and it reveals itself continuously in all forms 
and under all circumstances in every period since the Jew’s ap- 


pearance in history. For this reason Freud considered anti-Semit- 
ism to be the expression of one of those first prehistoric conflicts 
which developed into the primal driving forces of the psyche; and 
hence of all cultural forms. Perhaps the Jewish substance in his- 
tory was only the result of one of those first important conflicts. 
Owing to primal causes, this substance began its human course 
in the world, side by side with, ahead of, or in opposition to, other 
peoples. The Jews did not create the conflict with other peoples; 
the historic conflict within the first human family caused the ea- 
pelled son of the primal horde slowly, slowly to become a Jew. 
His first tragedy led to his very special world awareness, his views 
of Good and Evil, of the destiny of the world, of Man and the 
Gods. 

What, then, did that first conflict with the first Jew consist of, 
the conflict we call anti-Semitism, which continues to the present 
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day in the psyche of non-Jewish peoples and which asserts itself 
even today in such bloody and animal-like ways? 

This problem is likewise taken up by Freud in his reconstruction 
in Totem and Taboo. Before considering this, however, an impor- 
tant observation appears to be in order: 

Crities with only a superficial understanding of the whole Freud- 
ian method of investigation have criticized Freud’s explanation of 
the genesis of religious sentiments as too simplified and too mech- 
anically applied. Freud has been supposed to have explained reli- 
rion solely as a result of the “father complex”; this despite his 
own denials; his explanation that he considered the “father com- 
plex” but one of the sources of religious development; and his 
assertion that a thousand motivations act in the play of the psyche 
on the plains of Time. Freud could do nothing—the “father com- 
plex” which he introduced as a factor in the history of religion 
was to his superficial opponents like a red rag to a bull; and they 
made much of their mockery: How easy, they jeered, did psy- 
choanalysis try to make matters for itself by simple, mechanical 
means! 

But do complicated processes of history actually arise from only 
a single motivation, even if it is the most noble and most exalted? 
Processes of the psyche and of history are the results of the entire 
dynamics of the world. Like the world itself, they are formed 
from a myriad of complicated substances which split and re-com- 
hine into various syntheses and into a multitude of shapes. The 
mental processes doubtless take place in a manner similar to 
chemical phenomena. Therein lies their value and their authen- 
ticity. Mental processes which do not contain—like the world—a 
variety of elements are merely beautiful, glittering reflections 
which do not stem from the source of existence. They are con- 
figurations which may blind us, but which contain nothing of the 
abysmal tragedy of world dynamics. 

It is hardly complimentary to the religious sentiments of man- 
kind to consider those sentiments merely a heaven-sent welcome 
rift, rather than a tragic, cosmic feeling which has its sources in 
all the chasms and all the lofty pinnacles of the world; a feeling 
which was brought about by all that is beastly and all that is God- 


like in our psyche and in our history. Here, precisely in these ele- 
ments, lies all that is most profound, most truthful, and most 
mysterious in man’s religious world-embracing sentiments. All the 
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elements of the world, from the basest to the loftiest, became sub- 
limated in this wondrous picture of all being, a picture which 
mirrors all the immensity and all the nobility of our unconscious. 
Religious feelings are like a ladder with the bottom still fixed in 
the primeval formations of man’s existence and with the top reach- 
ing the highest deity in the skies of man’s dreams. The more ele- 
ments the synthesis of religion contains, the more authentic is 
it, and the more of a world-mystery. 


V 

Freud described the history of the world-conscious tragicality 
of the Jews and the conflict between the Jews and other peoples 
as part of the pristine drama of man and the world; the drama 
which took place at the decisive moment between the father and 
his sons in the primeval horde—the moment which marks the be- 
ginning of the dialectic course of history and of cultural develop- 
ment. The sons killed their father—and ate him. And it was then 
that the action of conscience in the human psyche began. History 
and culture are perhaps only metamorphoses of the guilt-laden 
conscience, struggling beneath the surface throughout the history 
of mankind, the struggle between the feeling of repentance for 
having committed the “original sin” of humanity and that of glad- 
ness at winning freedom from the pristine father’s rule. This 
is What Freud calls the ambivalent sentiment, experienced by every 
person and by mankind in general regarding every action of life 
and every reality of the surrounding world. This basie two-fold 
attitude toward all and everything—love and hatred—became the 
driving force for the drama of human life. From personal feelings 
of the lowest kind to the highest forms of artistic creation every 
thing moves and is formed according to those two—at once econ 
tradictory and synthetic—elements. 

The Jew is seen in the present discussion as the only son in the 
dramatic moment of primeval history who refused to accept the 
fact that the writ in the human family—the father—had been killed, 
and that in place of the unit the rule of the sons had been pro 


claimed; that is, the rule of mudtiplicity, and, simultaneously the 
ambivalent approach to the world, the relation of love and hatred. 
The Jew opposed the two-fold division of the world and of mankind 
into elements which are forever fighting the struggle of love and 
hate. Rather, in the unity of world relations, the Jew saw the wnity 
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of love, and therein the only right path for humanity toward future 
development. 

In this realm began the bitter struggle between Jew and non- 
Jew. 

VI 

Throughout the years, all anti-Semites have striven to ascribe 
a religious basis to all anti-Semitic outbreaks. This is in spite of 
the fact that their precipitating causes have ordinarily been 
quite different, very frequently having taken the form of economic 
competition. The primordial sentiment of anti-Semitism, however, 
both in the past and in the present, has had considerable repercus- 
sions in the field of religion. In antiquity, anti-Semites regarded 
the Jews as blasphemers. Christianity repeated the story that 
the Jews had killed God, incessantly demanded vengeance, and did, 
indeed, take vengeance. Islam motivated animosity toward the 
Jews on religious grounds. I imagine that should anti-Semitic 
tendencies arise among the Negroes in the virgin forests of Africa, 
or among the Chinese and other Mongol peoples, the main point 
in their anti-Semitism would again be that the Jews had com- 
mitted a major crime against their respective religions. Kconomic 
considerations would be only a logical excuse for the deeply-rooted 
irrational attitude: Religion is invariably the underlying cause. 


sy “religion” is meant—in this instance—the shadowy sentiment 
in the unconscious of man that remains forever in conflict with 
the Jewish element. 


Vil 

Since time immemorial, both Jewish and non-Jewish theologians 
have laid stress on the religious conflict between Jews and non- 
Jews. But they have understood “religion” to consist of theologic 
forms rather than to be a dynamism having its deepest roots in 
the human unconscious. Hence all lay thinkers have found it easy 
to point to the fallacy of ascribing religious causes to anti-Semi- 
tism. ‘he layman asked: If the Christians hated the Jews because 
the latter supposedly crucified the Christian God, what was the 
explanation of the violent and unrestrained hatred for the Jews 
on the part of the Islamic peoples, or on the part of the Persians, 
for instance, at a time when the Persians still subscribed to the 
fire cult of Zoroaster? What could be the explanation with regard 
9 


to other non-Christian peoples? Mere differences of religion are 


insufficient to motivate anti-Semitic attitudes. Peoples having 
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different religions have lived side by side, and their religious 
differences have not led to such violent and continuously reappear- 
ing outbreaks as has hate for the Jews.* 

A lay observer can thus easily eliminate the religious motive 
from the analysis of anti-Semitism and replace it by purely eco- 
nomie and political motives. But, by identifying the actual cause 
with only one of its attributes, and by considering what were 
merely demonstrations of the real source of trouble to have been 
the very heart of the matter, the lay interpreters of anti-Semitism 
have frequently seen their arguments slip from their grasp, and 
have experienced bitter disappointments in consequence. 


Freud, however, again brought forward the religious motivation 


of anti-Semitism. He considered religion from an entirely dif- 


ferent standpoint from the layman—as a deeply-rooted sentiment 
of the historical unconscious rather than as a system of theology 
explaining and embracing the world. More than any other human 
view of the world, the religious concept is permeated with all the 
elements and substances which gave rise to the psychic substance 
as such. Precisely because religion is an irrational phenomenon, 
all elements of the historical unconscious have been synthesized 
and sublimated in its impenetrable depths. Religion and languages 
are the history in which all our past experiences still live and in 
which is all the abysm of world origins, whence man arose to the 
surface. It is by means of religion that both the animal, from 
which man has been separated, and the future, which we are labo- 
riously attempting to reach, express themselves. This future we 
call the highest God and the ultimate Justice. 

From this point of view, Freud considers the religious element 
as the tragic factor in the struggle between Jew and non-Jew. The 
sons killed the primeval father, and for the first time tore the 
monistic concept of the world apart into manifolds. At that mo- 
ment, one son, the Jew, refused to renounce the concept that the 
world is one. (Perhaps the Jewish son was the father’s favorite 

“One cannot compare the religious wars among other peoples with the struggle aguinst 
the Jews, The religious wars in the history of non-Jewish peoples have definitely 
heen of a possing character. They can invariably be explained by historical causes; 
and the causes have fully covered all explanations. After the battles were over, they 
practically never left significant traces in the psyche. Against the Jews, on the other 


hand, the dominant factor was a deep, primary hatred which outweighed all other causes. 
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child* and had, therefore, refused to take part both in the murder 
and in the following dialectically-tragic consequences—thus the 


Kreudian explanation of the Jews as a “chosen people,” “Israel, 
my first-born son.” 

According to this theory, the Jewish son ceaselessly continued to 
believe in the living worthiness of the father. He did not confess to 
the tragic act of the “original sin.” The other sons seattered 
throughout the world. They moved apart, with their differences, 
their various deities, their outlooks of plurality, their fatherlands. 
They sought to drift away from the one world. Among pluralities 
of the sons, began the struggle of the many gods, cultures and 
fatherlands. 

The expelled son, the Jew, likewise began his journey. He 
roamed the world, and maintained his denial that the father had 
heen killed. He continued to insist that the dominating being of 
the world was waity. Jewish monotheism is related not only to 
the concept of God; it is related to the Jewish son’s entire picture 
of the world; it is related to the contradistinction of unity and 
plurality. The Jews not only preached the concept of a single 
God, but of a single world for all men. In addition, and despite 
“the Promised Land,” they were never able to limit themselves to 
any one region, to any one fatherland. According to Josephus Fla- 
vius, the fighters of Jerusalem, when warned by Titus to sur- 
render, replied, “Least of all we are concerned about the Mother 
City. She must perish. And God has a much finer temple than 
that in Jerusalem, namely, the world.” The idea of a fatherland 
is in complete psychological contradiction to the Jewish essence, 
The Jews proclaimed not only the one God in Heaven but also the 
one earth for all men. The “nation of the world” attitude of the 
Jews conforms precisely with their world outlook—the outlook 
which had its roots in the first conflict of the primeval family. 


There is no trace in the Pentateuch of a struggle between the sons and their father, 

s is the case, for instance, in Greek mythology. In the Pentateuch the struggle 

ys between brothers: Cain and Abel, Isaac and Ishmael, Jacob and Esau. Also, 

tif of a favorite son is frequent in the Pentateuch: Isaac as opposed to Ishmael. 

The favorite son, Joseph, among his hostile brothers is a perfect illustration of the 
amendment to Freud’s concept of the pristine horde—that even there a favorite son 
appeared, who was hated by his brothers. This recollection decided the historie com 
plexes of the Jewish psyche. We frequently find favorite sons in the construction of 
the human family, and we can refer their appearance—in a Freudian manner—to 


the primordial forms. 
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Like a flame unextinguished, this conflict still lives in the psyche 
of humanity. 

By denying the tragedy of the world, the Jews created their own 
tragedy. 

VI 

Through the psychic development of the individual, psycho- 
analysis has slowly traced the history of the human psyche. Using 
the same method, it has probed into the history, languages, myths, 
and religions of the various peoples. It has discovered in these 
fields the same origin and course of events that are found in the 
psyche of the individual. Much psychoanalytic study has been 
devoted to Jewish religion, Jewish myths, and Biblical criticism. 
(Theodore Reik’s work is notable in this field.) 

To return now to the considerations already mentioned in this 
paper, the following are to be noted: In the book of Genesis, anti- 
Semitism, that is, the conflict between Jew and non-.Jew-——is indeed 
referred back to the pristine sources of the unconscious. It is in 
Genesis that we observe that the historic conflict between Jacob 
and Esau begins in their mother’s womb. 

Otto Rank, in his work of genius, The Trauma of Birth, takes 
an additional, more rigorous step beyond the teachings of Freud. 
He places the origins of human conflicts, not in the experiences of 
childhood, but much earlier in life. The mother’s womb, he main- 
tains, is the place where not only the future physical appearance 
of the individual is formed, but also the future traits of his psyehe. 
From the mother’s womb, and later from the great, decisive shock 
of birth—when the threshold between two worlds is crossed—the 
infant takes along on the journey through life all impulses, con- 
figurations, and complexes of spiritual life. On man’s earthly 
journey he simply develops the path prescribed in the mother’s 
womb and during the shock of birth. [Even man’s longings for 
quiet, for love, and for death are identified by Rank with the un- 
satisfied longing within the individual for the pre-birth conditions 
in the mother’s womb. 

From this point of view, the astonishing description in Genesis 
of the struggle between the “two nations in... | Rebekalh’s | womb” 
is a marvelously fitting and enlightened illustration of Rank’s 
construction of the genetics of the human psyche. The author of 
the Pentateuch thus suggests that anti-Semitisin refers back to a 
very early period. Under the conditions set forth the conflict be- 
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tween gentile and Jew would have begun almost exactly as Freud 
described it in Moses and Monotheism. Conversely, one may see 
its origin where Otto Rank would have traced the Freudian totem- 
and-taboo crime back to an even earlier and even more myster- 
ious stage in the course of human prehistory. 

[X 

On the basis of this development, one may well wonder: If anti- 
Semitic attitudes are rooted so deeply and so basically in the pri- 
mary sources of human development, how can one harbor the 
slightest hopes to defeat them? Granted that anti-Semitism is 
an integral part of the earliest elements of the human psyche, how 
can it be possible to overcome it? 

The same question could conceivably be asked by every patient 
of the psychoanalyst attempting to cure him. As the patient might 
put it: If the complexes and the symptoms of my suffering are 
rooted in the very genesis of WV psyche and are close to being 
elements of my spiritual outlook on the world—how will you 
manage to conquer them? Do you claim the power to change the 
configurations of my psychie life? 

Yet surely the patient will be wrong; the analyst will be right. 
By means of proper and sound analysis, the analyst will bring for- 
ward the traumata repressed in the unconscious onto the plane of 
the conscious. He will transform blind emotion into conscious per- 
ception. Once this is accomplished by the analyst, the road to the 
cure, to the healing perception, is indeed not hopeless. 

This healing process is, to be sure, much easier and less com- 
plicated in the case of a disorder arising in the psyche of an in- 
dividual than it is in the case of a mass disorder with a long psy- 
chic development in the unconscious of the race. Yet even here the 
thorough, conscious recognition of the unknown may bring de- 
sired results. 

The non-Jewish peoples have carried in their unconscious, per- 
haps even in their subconscious, realization of the tragic primord- 
ial conflict, the diversity of the world, that is, the original sin. The 
Jews, on the other hand, have been the carriers of monotheism, 
world unity, and the lack of conflict expressed in an initial world 
harmony. The Jews have sought to deny the guilt of the world- 
and in their literature, consequently have never been able to create 
the great tragic forms, as the Greeks, for example, were able to 
do. Because of the lack of tragedy in the Jewish world attitude, 
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the Jews came into a bloody conflict with their co-humans and 
transformed their own Jewish world existence into the greatest 
of tragedies. But their outlook, their concept of the world was— 
because of their feeling of unity—definitely not tragic. Jews live 
a tragic life, but they are basically not tragic human beings (see 
the writings of Sholem Aleichem). Nietzsche rightly observed that 
the Greeks, even though they lived the happiest of lives, were the 
most tragic humans of all. Perhaps all non-Jews are tragie hu- 
mans. Only the sons who killed the father and absorbed the tragic 
into the depths of their world outlook—only they—could create 
the artistic image of a tragic world. Art is the sublimation of the 
entire complex which is called reality. In the spiritual realm, the 
sublimation of the non-Jews has been tragic. Even their religion 
is tragic—as, for example, the motif of crucifixion in Christianity. 
Generally speaking, the tragic element is basic to the world of 
the deities in non-Jewish religions. he gods of the non-Jews 
suffer and perish in the struggle of a diversified world. The Baby- 
lonian myth of genesis depicts the gods’ bloody struggle at the 
threshold of the creation of the world. The weeping women’s wail 
of woe is but part of the lament which is really a lament for all 
their gods. 

In the heavens built by the Jews for their concept of the divine, 
no struggle is present. Nobody can kill the Jewish God. No weeper 
need bewail Him. He is the highest substance of world unity, the 
highest form of harmony, the highest nontragic existence, 

With this belief in unity and a monotheistic outlook, the Jews 
followed their course among the peoples. The monotheistie world- 
awareness could indeed bring the human psyche back to the state 
it was in before the tragic crime, the state before the murder of 
the father of Totem and Taboo. Jewish monotheism has constantly 
sought to free the world from its tragic complexes and conflicts. 
The stubborn and bloody resistance of the non-Jews against this 
Jewish attempt to free humanity of its feeling of guilt also has 
an analogy in the story of the individual psyche. The neurotie 
sufferer, while being treated, offers the strongest resistance to the 
analytic healing methods of the doctor. The sufferer identifies all 
the tragic conflicts of his complexes with the person of the analyst. 
The inyth that the Jews killed a god, and the slander that the Jews 
(no others) commit murder as part of their religious rituals are 
simply attempts to transfer the anxiety aroused by the god-murder 
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which is frequently encountered in non-Jewish myths—to pre- 
cisely the people who had removed the guilt complex from their 
entire historic unconscious. 

Still another conclusion seems quite likely. That is that it is 
precisely because the Jews’ psychic correction-measure is in the 
form of a religion that they have been so eminently unsuccessful. 
They did not attempt, as a psychoanalyst would have attempted, 
to bring the unconscious complexes onto the plane of the conscious 

so as to correct them successfully on this plane, for a banished 
complex can be corrected only on the plane of the conscious. The 
genetics of religion, however, can be traced solely in the historic 
unconscious; this unconscious course runs in the blindness of con- 
flicts and between the visible operations of the historical psyche. 
Religion itself participates in the abysmal darknesses of the 
psyche. How, then, can it cure on the conscious plane? 

The Jewish monotheistic religion has, thus, not been able to 
effect a healing. 

On the other hand, the Jews have shown a marked interest in 
the ideal of Socialism. In Socialism they have recognized the radi- 
ations of an awareness of unity on a world-seale, an awareness 
asserting itself in the rational sphere of human existence. If So- 
cialis is not considered merely as a mechanical economic change, 
but rather as a monistie world harmony, it may possibly have a 
chance to liquidate finally the old historic complex of anti-Semi- 
tism. One must not hope, however, that this could come about in 
any very short time. 

Again the successes of psychoanalysis may serve as examples. 
These successes come about slowly, very slowly, as the complexes 
buried deep in the unconscious are brought out by the doctor into 
the Open. Also, in this comparison, one should consider so-called 
“Ethical Socialism,” that is, not merely the Socialist views on the 
reconstruction of the economic life, but the total transformation 
of all diversities of human physical and mental life into a monistic 
unity. The constructive picture of a conflictless humanity in man’s 
historic Consciousness may possibly erase the basic affects arising 
from the “original sin” of Totem and Taboo. From a Freudian 
point of view, anti-Semitism is an affect deriving from the deep- 
est and most basic elements of this repressed tragedy of humanity. 
107 West 171st Street 
New York 32, N. Y. 
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DESIDERATA VITAE 
The Almost Perfect Psychiatrist, 99.9 Per Cent Pure 


If Great-great-grandfather Philippe Pinel could return from 
whatever Green Pastures await the good and great of our pro- 
fession, he might bestow a condescending pat on the head and ask, 
“What do you want to be when you grow up, Joe Psychiatrist?” 

This is a haunting idea that is not without possibilities. Young 
Joe is serving his hospital time for certification and wishing he 
could be a trombone player with a dance band when he grows up. 
Slightly older Joseph wants to be a medical historian; and almost 
grown Josephus thinks it would be fun to teach psyehiatry and 
bask in the sun during long vacations from the university. And 
there are innumerable other Joes who would still like to be firemen 
and rescue beautiful ladies from burning skyscrapers, or police- 
men and shoot it out with the bank robbers, or flvers and go soar- 
ing far into the wild blue—and into space beyond. 

But most voung Joe Psychiatrists will grow up to be older Joe 
Psychiatrists just the same. Trombones and histories and summer 
sun and heroic deeds are adolescent dreams; some Joes will grow 
up to walk wards, sign papers, advise relatives, dole out “tran- 
quilizers,” and—when pressure permits—give supportive psycho- 
therapy. Some will grow to be clinical directors, some to admin- 
istrators, some to private office practitioners with the hordes of 
patients who resort to psychiatrists for everything from electric 
shock and “tranquilizers” to short psychotherapy—in the hope of 
attaining “normal” personal and social functioning, or reaching an 
improved degree of social acceptability. Some Joes will spend 
their days listening to associations and abreactions from the couch. 
Some few will teach-—and find to their disillusionment that their 
long vacations in the sun are too-short and too-confined periods 
that must be devoted to writing, research, or grinding graduate 
study. 

So voung Joe Psychiatrist is likely to remain Joe Psychiatrist. 
If he ean’t be Joe Trombonist, .Joe Historian, Joe Teacher, or Joe 
Aviator, what sort of Joe Psychiatrist should he seek to be? What 
are the desiderata of life for the psychiatrist? Or, from another 
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viewpoint, what sort of person, as distinguished from medical 
specialist, should he try to become? 

In a recent issue of this journal, Melitta Schmideberg dis- 
cussed the values and the aims of an important part of the psy- 
chiatrist’s work, psychotherapy.* In the same QuartTERLy, Edward 
M. Pickford and Charles Taffel wrote on what the psychiatrist 
should be—in his strictly professional capacity—in a modern hos- 
pital setting.** Tue Quarrerty itself devoted its editorial comment 
in the same number largely to what the psychiatrist ought not to 
be professionally.t 

The present discussion concerns what the psychiatrist ought to 
be, rather than what he ought not—and what he ought to be per- 
sonally, rather than professionally (although his personal life 
inevitably comprehends his professional, which, therefore, gets 
attention in this discussion). “Ought” here does not imply ethics 
or morality, though one hopes the viewpoint will not be unethical 
or completely amoral, either. “Ought” here seeks to imply the 
aims and the satisfactions that the psychiatrist needs for a rea- 
sonable amount of personal satisfactions and a reasonably-rounded 
and reasonably-adjusted personality. 

A disclaimer should be entered here of any intent to depict the 
“perfect” psychiatrist, either personally or professionally. Back 
in the days when Andrew Volstead et al. were trying to legislate 
the United States into their version of Utopia, the eminent creator 
of “Archie” and “Mehitabel,” newspaper columnist and author Don 
Marquis, rose to rebel. Instead of drinkless Utopia, he suggested, 
not the reformers’ “perfect state,” but the “almost perfect state.” 
The “almost perfect state” was a state which minded its own 
business and let the individual—short of murder and mayhem 
in the streets—inind his. What—one may hope—will be attempted 
here is a sketch of the “almost perfect psychiatrist,” a 99.9 per 
cent pure specimen with no free-floating anxiety, who minds his 
own business to the extent his professional obligations will allow, 
and who is permitted to lead his own personal life within socially- 
acceptable limits. 


g, Melitta: Values and goals in psychotherapy. PSYCHIAT. QUART., 32:2, 


*Pickford, Edward M., and Taffel, Charles: Therapy and the psychiatrist. PSYCHIAT. 
Quart., 32:2, 335-341, April 1958. 

tEditorial comment: IL medico del dolce far niente: Rex Do-Nothing, M.D. Psy- 
CHIAT, QUART., 32:2, 388-402, April 1958. 
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The almost perfect psychiatrist is also a fellow who accepts 
life with its inevitable limitations, though not subscribing to its 
man-created irrationalities. His desiderata of life are somewhat 
specialized versions of the desiderata he tries to present as goals 
for his patients. Since, being an almost perfect psychiatrist, he 
seldom devotes much conscious thought to this problem of his 
own, there may be some profit in an aimlessly philosophical dis- 
cussion of it here. 

The almost perfect psychiatrist is an individual who hopes for, 
but has more sense than to clamor for, personal happiness. His 
professional lot, like the policeman’s in Gilbert and Sullivan’s 
Pirates, is not a happy one; his daily tasks aim to alleviate the 
most pitiful misery. As a reasoning human being, he does not 
expect to avoid the mistakes, disappointments, disasters and in- 
evitable bereavements that are the fate of every man and woman; 
but he does work toward obtaining the manifold satisfactions 
that are possible just the same. And to work toward them, he 
must, first of all, have insight into himself. 

Insight into one’s self means appreciation of one’s goals, among 
other things. Ideally, it means appreciation of one’s unconscious 
motivations and their means of gratification, of control and of 
sublimation. Actually, even a training analysis does not provide 
the ideal, as one may see from a good look at one’s colleagues. 
And since the full attainment of such an ideal is hardly possible, 
even for a Sigmund Freud, one might set as a minimum of self- 
insight the appreciation of what one consciously and subcon- 
sciously (not unconsciously) wants of life. One might consider 
financial goals for a first example. If young Joe Psychiatrist re- 
plies to Great-great-grandfather Philippe, that he wants to be a 
rich man when he grows up, he may be in the wrong profession. 
It is true that a number of psychiatrists have made spectacular 
financial successes; but, by and large, persons whose desires run to 
private yachts, champagne banquets and herds of blondes do not 
belong in medicine, let alone in psychiatry. Better by far, they 
should be sellers, promoters, bankers, brokers! The practitioner 
of psychiatry must be content with a reasonable fee—however it 
appears to his patient—a modest way of living, and a modest 
estate to leave to his children. 


If one’s personal goals include large quantities of exhibitionism, 
psychiatry is, again, not the suitable profession. One may sub- 
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limate exhibitionism successfully and socially acceptably on the 
stage, in professional sports, in polities, or in fiction writing, 
among other occupations. Exhibitionist psychiatrists and most 
other medical exhibitionists are usually met with the ery of “Char- 
latan!” From Paracelsus and Jaeques Cardan down to our own 
day, the history of medicine has a long list of practitioners—some 
of them fine therapists, too—whose usefulness was greatly im- 
paired by resentment raised by their exhibitionism. The young 


psychiatrist who feels need for great acclaim, even of the pro- 
fessional kind, would do well to change his trade. Acclaim by col- 
leagues is of modest proportions; the psychiatrist, like other scien- 


tific workers, is supposed to subordinate his personality to his 
accomplishments. (Journals like this one, which generally insist 
that scientific workers refer to themselves in the third person, 
aid in enforcing the rules against exhibitionism.) The psychiatrist 
is likely to find that achievement, like virtue, is its own reward, 
with the applause, if any, limited to a small circle. 

Psychiatry, thus, is actually a modest profession; its rewards 
are modest in money and fame; the psychiatrist is more likely to 
have a small cruiser than a yacht, a Cadillac than a Rolls Royce; 
and a case of bourbon than a wine cellar of expensive vintages. 
And he is far more likely to hear a few remarks like, “Good work, 
Joe,” than a roar of cheers from a crowded auditorium. 

If these delimitations mark off too simple a life for young Joe 
Psychiatrist, he had better bid Great-great-grandfather Philippe 
xood-bye and seek some other way of earning a living. Yet within 
these limits, there is vast opportunitv—unrivaled opportunity— 
for personal and professional worth, usefulness and satisfactions. 
The almost perfect psychiatrist can arrange to have leisure enough 
and interests enough, and he will have sense enough to enjoy 
leisure, to take appropriate amounts of rest, and to find satis- 
factory recreation and relaxation, 

There is a whole broad world for the psychiatrist to enjoy; 
and the almost perfect one will take advantage of it; for almost- 
perfection includes a capacity and a zest for living. Almost-per- 
fection includes the wisdom to take appropriate exercise, indoors 
or out; from croquet to archery, swimming to hunting, table tennis 
to bowling. It calls for sense enough and determination enough 
to get one’s quota of sleep and one’s quota of recreation—whether 
in vacation spots, in conversation among friends, in music, in 
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eard-playing, or in professional journeys which may take one half- 
way around the world and back. 

The almost perfect psychiatrist is, of course, a success in his 
profession, which does not necessarily mean that he is chief of 
staff, or has a Park Avenue address, or is a state official, or is 
a well-known writer or educator. Professional success is a matter 
of training, insight and judgment and their wise use for the allevi- 
ation of suffering. The man who is a good clinician and spends 
his career as a clinician has as much right to professional self- 
satisfaction as has his administrative superior or his old and 
revered professor of psychiatry in medical school. One has no 
hesitation in seeking to give a patient the insight that he is a 
worthy human being if he works well at any socially constructive 
task. There is no more socially constructive task than the practice 
of psychiatry; but it sometimes is difficult to seek for similar in- 
sight into ourselves. 

The psychiatrist needs, then, a certain amount of contentment 
with the psychiatric lot, which is not contentinent with psychiatric 
scientific achievement—a very different and a pernicious thing. 
In old-fashioned terms, which are doubtless poor psychology, he 
needs a feeling of dedication to his “art,” although naturally, there 
is a limit to dedication; it is set by moderation—which, be it noted, 
does not exclude schizophrenics, alcoholics, obsessive-compulsives, 
perverts and psychopaths from his practice! The almost perfect 
practitioner does not go so far as to desert his wife and children 
and become a psychiatric Gauguin, following his art to exotic 
regions of the psychiatric South Seas; nor does he carry devotion 


to the point of starving in a garret as a psychiatric poetaster. But 
he has the affection for his art and the delight in practising it 
that a dedicated poet or painter feels for his. Oddly enough, the 


heedless social rebel Gauguin himself phrased the ancient counsel 
that there is worth in all constructive labor in rather vivid terms: 
“T believe we are all workmen. Some waste themselves, others 
live exaltedly. We all have before us the hammer and the anvil. 
It is for us to create.”* 

One cannot expect to find almost-perfection without a solid 
foundation. The great objection to the practice of psychotherapy 

*Gauguin, Paul: Avant et Aprés. (Translated as “Paul Gauguin’s Intimate Journals” 


by Van Wyck Brooks.) 254 pages. Paper. Midland Book, Indiana University Press. 
Bloomington, Ind, 1958. 
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by laymen is lack of adequate foundation to deal with sick people 
who must be under medical observation for long periods, even, 
in many cases, to make correct diagnoses, let alone the desirability 
of close medical observation during treatment. But medical school 
and residency training alone do not always provide a satisfactory 
hase. If the psychiatrist must never forget that he is a doctor, 
he must remember—despite occasional sneers from other special- 
ists—that he is also more than a doctor. His practice calls for a 
breadth and a depth of personality and for intwition that the sur- 
geon or the pathologist, shedding his white coat and washing his 
hands, can, and frequently does, do without. This personality of 
breadth, depth and intuition needs a broader and stronger base 
than most. The family doctor without wide understanding and 
much intuition was a poor family doctor. An even wider under- 
standing and even more intuition are demanded of today’s psy- 
chiatrist. 

Today’s psychiatrist not only functions in a world that is, at 
the same time, narrower and broader than that of the horse and 
huggy doctor; he deals with patients who are vastly more various 
than those of the old-fashioned medical man. He does not, with 
important exceptions for some fashionable practitioners, usually 
treat as a rule either the very rich or the very poor. His patients 
more likely range from one extreme to the other; a big city hos- 
pital ward may include a college professor, a half-educated “so- 


ciety man,” a salesman, a carpenter, a court interpreter who speaks 
the traditional seven languages, and an immigrant from Malta 
whose speech can’t be understood by anybody in the hospital at 
all. Their backgrounds may run from 
ate wealth, to poverty. The psychiatrist must try to be “family 
doctor” to them all. 


‘ 


‘shabby genteel” to moder- 


But the psychiatrist is called upon to be more than family 
doctor. He must not only have the medical background to reecog- 
nize somatic ills; he must be enough of a general practitioner to 
detect the more serious or more obscure disorders and seek proper 
consultation when indicated. And he must listen to, and take 
account of, more confidences than ever fell to the lot of the old- 
fashioned family consultant—whether the psychiatrist is taking 
a case history, presiding at a staff conference to decide the ques- 
tion of discharge, or listening, day in and day out, as an analyst. 
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If this discussion leaps—like the famous mountain goat—from 
crag to crag of what the psychiatrist should consider to be the 
desiderata of life, and from precipice to precipice of what he ought 
to be personally and professionally, it is because personality and 
the desiderata of that personality are inextricably mingled. If one 
finds that the desiderata fall in a certain range, it may be predicted 
that the personality will come close to that required of the almost 
perfect psychiatrist. Or, if one happens to be the almost perfect 
psychiatrist, what he desires of life will almost certainly fall in a 
certain predictable range. 

Concerning the desiderata of life, one feels that the good psy- 
chiatrist, like Solomon, will prefer a “dinner of herbs where love 
is, than a stalled ox and hatred therewith.”* Being a human and 
sensible chap, he would, of course, rather have both prime ribs 
and “love,” but, as a specialist in human emotions, he will value 
emotional satisfactions over (asking Shakespeare’s pardon) a fair 
round belly with Yorkshire pudding lined. If emotional satisfac- 
tions can only be won at the expense of la haute cuisine, so much 
the worse for la haute cuisine. To broaden the discussion, emo- 
tional satisfactions in one’s work and one’s personal relationships 
are more desirable than material advantages—and this is more 
or less true of professions in general, not merely of psychiatry. 
The psychiatrist may not list hot dogs and hamburgers among 
the desiderata of life; but if he cannot endure them, he can always 
start all over again as apprentice to a meat-cutter. 

Nobody expects the psychiatrist to conduct himself like an early 
Franciscan or Dominican—he is neither vowed to poverty nor to 
extreme rigors of diet and conduct. He is not called upon to prefer 
hand-me-downs to tailored suits, or backyard conveniences to 
modern plumbing, But what one loosely calls simple tastes may 
certainly be desiderata for many professional persons: golf on a 
public links, perhaps, instead of membership in an exclusive club; 
a high-fi instead of season tickets for the family to the Philhar- 
monic; access to libraries and a modest book budget rather than 
a collecting mania; a faculty for entertaining a few without extrav- 
agance instead of lavish party-giving. 


f 
If these are desiderata, there are prerequisites of personality 
and background for such desiderata. Or perhaps the prerequisites 


themselves were, in college or adolescent days, an unformed 


*Proverbs 25. 17. 
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youth’s desiderata, the youthful aims that developed the habits 
and tastes which now control what the psychiatrist wants from 
life and how he goes about getting it. It has been remarked that 
the psychiatrist cannot well be an exhibitionist, but he must be 
something of a sublimated voyeur, like any other scientist. And 
such a development is best determined early in life. It should lead 
to constant, controlled curiosity, not only about what goes on in 
the psychiatrist’s own field, but in all other schools of psychiatry. 
It should lead also to a wider hunger for knowledge about all 
aspects of man and his works. 

So, among the psychiatrist’s desiderata, is love of reading. It is 
reading on the edges and in the background of his professional 
activities. The psychiatrist can profit from an interest in basic 
science (in fact, he can hardly do without it), from an interest in 
veneral and medical history, from archeology and evolution—for 
present-day man was made by his past, and the psychiatrist deals 
with present-day man. He can profit, professionally as well as in 
personality, from at least an amateur interest in mathematics, 
particularly in statistics and probability theory. He can profit by 
a wide and sympathetic interest in current affairs, from interna- 
tional relations to polities, sports and the theater; for understand- 
ing of man’s manifold activities not only broadens the self, but 


may provide the common interest to establish rapport with some 


difficult patient. The psychiatrist will be interested in the human- 
ities and in comparative religion (for they have made today’s in- 
tellectual and emotional world and are the bases of man’s hopes 
and ideals); some means of keeping up acquaintance with them 
is certainly to be desired. 

Some acquaintance with modern fiction is not only a professional 
desideratum for the almost perfect psychiatrist, but should be 
one also from the personal point of view—for its value as enter- 
tainment and variety. This journal has observed before that fiction 
is the chief medium for spreading acquaintance with psychiatry 
unong millions of people, most fiction an unfortunately poor 
medium—some of it astonishingly good. And one may find the bad 
and the good in the whole range from serious novels through who- 
dun-its to science fiction. Consider a short novel, Maturity, by 
Theodore Sturgeon. It was born between paper covers in Astound- 
ing Science Fiction in 1947 and reprinted with five other short 
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novels, still in paper covers, in 1954.* One need not here pronounce 
on the soundness of its views of present and future medicine; but 
there is insight in its description of how people in general are 
likely to view psychiatrists, and more in its reflections on the 
subject of maturity. For the first, a showgirl explains why she 
thinks psychiatrists are crazy: “It’s the company they keep. The 
stuff rubs off on them.” And about the unattainability of an ideal, 
another character remarks, “Seems to me I read somewhere that, 
according to comparative anatomists, among warm-blooded ani- 
mals homo sapiens is unique in the fact that physically he dies of 
old age before he is fully mature.” Mr. Sturgeon’s work, in fact, 
is a neat and amusing essay in fictional form on an important psy- 


chiatric subject. The psychiatrist might find fun and profit in 


joining physicist, mathematician and shoe-clerk once in a while 
in the world of an imagined future. 

This brings up, of course, the desideratum of personal maturity. 
Maturity covers a multitude of desirable qualities: judgment, self- 
control, tolerance, sympathy and empathy—or, perhaps better, 
ability to identify. If one understands empathy to mean thie ability 
to place one’s self in another’s shoes and identification to mean 
inability to get out of the other’s shoes after once getting in,** the 
mature psychiatrist emphatically has need of empathy. If one 
understands empathy to mean placing one’s self intellectually in 
another’s shoes, and identification to mean placing one’s self there 
both intellectually and emotionally in both cases with the ability 
to get out again—iaturity should include both of them. 

Maturity and all the qualities it comprises are in any event to 
be wished for as much personally as professionally. The desid- 
erata of anybody’s life call for the ability, which only some degree 
of maturity can bring, to find resources to renew and fortify the 
spirit, whether in social contacts or from inner resources. The 
desiderata of the psychiatrist’s life, call in addition for the re 
sources to fortify the spirits of many others, as well as of one’s 
self. It would be impertinent to do much more than mention pos 
sibilities; what has been discussed so far here is a foundation of 

Sturgeon, Theodore: Maturity. Astounding Science Fiction, February 1947. And 
in: Six Great Short Novels of Science Fiction. Groff Conklin, editor. Paper. Dell. New 
York. 1954. 

Blackman, Nathan; Smith, Kathleen; Brockman, Robert J., and Stern, John A.: 


The development of empathy in male schizophrenics. PSYCHIAT. QUART., 32:3, 546-553, 
July 


1958 (this issue). See footnote p- 550. 
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basic skills and personality attributes, with a presentation of some 
of the basic training, interests and information that the psychia- 
trist can use to attain the desiderata of life, personally and in his 
professional speciality. These are intended as general guides; 
what the psychiatrist finds within his own personality for the 
strengthening of that personality and the helping of others is more 
of a private matter, and one not lending itself readily to advice 
from other people, however well-grounded. 

These more personal resources range from philosophy to recrea- 
tion. At the level of philosophy, there is faith. It can be contended 
that no good work can be accomplished without faith. But the 
mature man, and the mature scientist in particular, must choose 
his own faith: religious faith, faith in science, faith in himself, 
faith in the human race—his choice may be any or all of them. 
At the recreational level, the choice is again rather strictly per- 
sonal, Will an individual derive more from walking, swimming or 
some competitive exercise like golf or tennis? Will he benefit him- 
self or others more by working crossword puzzles and chess prob- 
lems or by entering tournament-play competition in bridge or 
chess? Will he develop his personality better by turning anal 


erotisimn toward carpentry, wood-carving, oil painting, papier 


maché, or sculpture? Or do oral impulses need outlet in cookery, 
public speaking, singing, or playing the bagpipes? Should he do 
spare-time writing of poetry, fiction or scientific papers as an ac- 
ceptable outlet for the minimum of exhibitionism permissible in 
his profession—an exhibitionism which many oral and some anal 
sublimations also serve?) One may assume that what impulses 
toward voyeurism are not absorbed by his practice will find out- 
let in the reading the psychiatrist must necessarily do to keep up 
with his world and his specialty. 

There are wider questions here than mere direction of interest 

and equally personal ones. How active should the individual be 
in one or a dozen of such private interests? Should he be an 
athlete, of however modest description, or a spectator; should he 
be a collector or an artist, a gourmet or an amateur chef de cuisine, 
a maker of music or a listener? It would be possible to express 
emphatic and probably sound opinions; but this sort of thing also 
is something the mature man must decide for himself. 

This whole scattering discussion is the consideration of what 
one hopes can result from the shotgun marriage of what is de- 
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sirable and what is practically possible. If, in the ordinary mar- 
riage, one seeks to define limitations by financial responsibility, 
so here, the limits are strictly defined by practicality—and there 
have been considerable pains to suggest nothing outside the bounds 
of practicality. 

The history of psychiatry in the last two generations suggests 
another desideratum of life for the psychiatrist—and perhaps 
the most important of all. It is noneonformity, openmindedness, 
the quality of being “unadjusted” in Peter Viereck’s sense.* Since 
the beginning of the century, psychiatric and psychological theory 
of the make-up of the human mind and personality has been revo- 
lutionized by psychoanalysis. From the inadequate oversimplicity 
of conditioned reflex psychology, there has been a slow develop 
ment, as the complexity of mental and emotional reactions was 
gradually realized. From Freud’s researches, divergent schools 
have developed their own views of man’s mental complexities; 
and, even within the fabrie of orthodox Freudianism itself, clinical 
experiences and theoretical considerations have pointed toward 
complicated reactions that were disregarded or even unsuspected 
a generation ago. Individual psychotherapy has been radically 
changed—in and outside psychoanalysis, and in circumstances 
where there is little influence from psychoanalytic theory. Group 
psychotherapies of varying theory have been developed, hypnosis 
has been restored to respectability; now, a good deal of specula 
tion turns on—and clinical practice is influenced by—the possibil- 
ity that extrasensory phenomena enter into the therapist-patient 
relationship. 

While these changes have proceeded, the advent of the physical 
therapies has also vastly altered the whole clinical picture. The 
bromides, insulin, metrazol, electric shock and various forms of 
psychosurgery—all operating in as vet obscure ways on the som- 
atic substratum of psychological functioning—have been found to 
iifluence mentation and emotion, and to have varying therapeutic 


effects in derangement. Today, the “tranquilizing” or phreno- 
praxie drugs have displayed considerably more therapeutic efficacy 


than any of their predecessors, sometimes superseding the older 
physical treatments, sometimes reducing them to adjuncts. And 
with every advance in physical treatment, there has come the 

Viereck, Peter: The Unadjusted Man. A New Hero for Americans. Reflections on 


the Distinction Between Conforming and Conserving. Beacon. Boston. 1956. 
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necessity of revising accompanying psychotherapeutic practice or 
theory. 

How does the psychiatrist adjust himself to this changing 
milieu? The answer is, or ought to be, that he doesn’t. At least the 
almost perfect psychiatrist doesn’t. Whether psychoanalyst or 
chemotherapist, he attempts to assess calmly, but not to adjust 
frantically to, new data as they are determined, new therapies 
as they are tested in clinical practice. To rush to adjust to all of 
them, would be to invite the fate of the chameleon in the folk- 
tale: He adjusted satisfactorily to red, green and yellow back- 
srounds; then somebody put him on a plaid; and “the poor little 
fellow burst himself trying.” One has the horrid feeling occasion- 
ally that he has just encountered a psychiatrist who is about to 
burst himself trying, or who has already burst and seattered him- 
self over the therapeutic landscape! 

What one does instead of adjust is to consider and accept what- 
ever is good in the new—without personal emotional uproar. One 
does not discard a philosophy, a tested therapeutic technique, or 
a psychological theory because another practitioner or research 
worker has made a discovery which doesn’t seem to fit in the psy- 
chiatric structure. Rather, one takes deliberate and thoughtful 
account of what is new, and waits for enough thought and enough 
further research to fit it accurately into the theoretical framework, 
or to alter the framework to receive it. Vivid in recent memory, 
are scenes in which psychiatrists—first at the advent of psycho- 
surgery and then at the coming of the phrenopraxic drugs—ex- 
pressed belief that the whole fabric of psychoanalysis had been 
overthrown. It is now apparent that psychoanalysis and the new 
physical therapies deal with different, if not separable, areas, and 
that nothing has been overthrown. What has been affected are the 
practical details of short psychotherapy on psychoanalytic prin- 
ciples, when such therapy follows the physical procedures. The 
psychiatrist who refused to make a sudden, violent adjustment, 
keeping his mind free but receptive, has been of the utmost service 
here to his colleagues and his profession. 

The refusal to be a weathervane, to turn with the wind, no 
matter which way it blows—or to phrase it differently, the refusal 
to conform to any general pressure without personal conviction— 
is as desirable a personality trait as one can have, aside from its 
professional use. It is the essence of scientific freedom, the inde- 
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pendent judgment of a free man. It is also a quality that is in 
large part an ego function and so is susceptible, in a slight degree 
at least, to conscious cultivation and control. 

So the desiderata of life for a psychiatrist include professional 
competence and understanding, intellectual independence and cour- 
age, a degree of contentment with simple things and modest ex- 
penditures, compatible family relationships, a sense of humor and 
proportion if it hasn’t been mentioned, mental and emotional rap- 
port with friends and patients, and a whole wide world of interests 
for time not commanded by work—interests enough to brighten 
retirement and create regret at laying them down, if one lives for 
a century. The possible catalogue is encyclopedic; this list is 
hardly a beginning; but the outline of the desiderata of life proves 
also to be a sketch of the almost perfect psychiatrist. 

But the almost perfect psychiatrist does not exist and never has 
existed, which may be a good thing. In spite or because of his 
intelligence, his wide interests and his intellectual independence, 


he might just possibly be something of a prig! 














BOOK REVIEWS 


Objective Approaches to Treatment in Psychiatry. By Leo ALEXAN- 
DER. 139 pages. Flexible cover. Thomas. Springfield, Ill. 1958. Price 
$4.50. 

This is not another treatise on methods but is a guide to principles. It 
aims at an objective approach to treatment by giving the psychophysiology 
of the invalid and explaining how it may be altered. This is a short text 
which ean be easily read and understood by the general practitioner and 
young intern. 

The book covers shock, both convulsive and nonconvulsive, drug therapy, 
prefrontal lobotomy, and psychotherapy. The author explains the dynamic 
physiology of the adrenalin mecholy! group of drugs as a determinant of 
sensitivity to each mode of therapy in varying psvehiatrie conditions. 
The author feels that the predictive value of this test exeeeds that of psy- 
chiatrie diagnosis. 

The nature of the therapeutic process in shock therapy is unknown, so 
there is an attempt to explain the mechanism of activity of both convulsive 
and nonconvulsive therapy. Alexander describes nonconvulsive therapy as 
stimulating the activity of the nervous system, resulting in easier com- 
munication, and convulsive therapy as reducing the excitability of the 
nervous system. The differential effeets of convulsive stimuli of different 
intensities, the correlation of ECT and psychotherapy, and complications 
are handled in a similar manner. 

Drug therapy, which is of such fundamental importance to present-day 
care, is covered very effectively. There is a comprehensive sulmmary of 
the chlorpromazine-like compounds, the reserpine group, relaxant medica- 
tions (meprobamate), and antiphobic medication. The author mentions the 
indications for each, with respect to the adrenalin-mecholyl reactions. Alex- 
ander attempts to explain the mechanisms and physiology ot psychotherapy, 
by deseribing it in terms of a process of extinction of conditioning, and 
as a learning process aided by suggestion and identification with the thera- 
pist. 

The reviewer feels that the author has come very close to giving a purely 


objective approach to the main treatments of psychiatry. 


So You Want To Be Psychoanalyzed. By Lucy Freeman. 145 pages. 
Cloth. Holt. New York. 1958. Price $3.50. 

This is a highly entertaining fictionalized account of a psychoanalysis 
While it would be possible to quibble about technicalities, this book should 
dispel many bizarre ideas held by laymen about psychoanalysis. 

The ideas expressed are basically sound, and the medical profession 
should applaud any book that changes the concept of the analyst as a 


bearded eccentric prying into the private lives of his patients. 
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An Unhurried View of Erotica. By RaupHn GiNzBuRG. 128 pages in- 
cluding index. Cloth. Helmsman Press. New York. 1958. Price (limited 
edition) $6.50. 

The subject of erotica is of more psychiatric importance than the casual 
reader is likely to suppose. Mr. Ginzburg’s unhurried view has an intro- 
duction by Theodor Reik and draws on other psychodynamic sources, in- 
eluding Ben Karpman. This short survey lists Sacher-Masoch’s Venus in 
Furs and the Marquis de Sade’s Justine and Juliet among the current best 
sellers of classical erotica. A history of flagellation, frank Harris’ auto- 
biography, and De Musset’s Gamiani are other listings of distinetly psy- 
chiatric interest. Ginzburg’s survey covers lassie and current erotica, 
among other things, a little-known contribution (scatology) by Benjamin 
Franklin, and descriptions of some of the better-known works, including 
Fanny Hill, which few have read though everybody has heard about. 
This book is not only entertaining and a valuable addition to the psychiat 
rie library but it is downright practical and useful for anybody doing 
research on the subject. It tells how and in what libraries erotica can be 
found for study. Curiously enough, it finds “...the collection of erotica 
in the Vatican Library is probably most accessible to the non-professional 
bibliophile.” 


The Cow Jumped Over the Moon. By R. 8S. Exicery, M.D., F.R.A.C.P. 
287 pages. Cloth. Cheshire. Melbourne, Australia. 1956. Price 18/9. 

The Cow Jumped Over the Moon is an autobiography, or perhaps a col- 
lection of autobiographical notes, by the late R. S. Ellery, a pioneer Aus- 
tralian psychiatrist. When Dr. Ellery was graduated from medical school 
and entered psychiatric training shortly after World War I, he seems 
to have found conditions in Australia similar to those in the United States 
of the 1890’s and earlier benighted times. Doctors and nonmedical per 
sonnel of the Kew Asylum were time-servers with little interest in therapy. 

The Idiot Asylum to which the young doctor was transferred was in 
even worse state. A “little oligarchy” of unscrupulous attendants and 
nurses ran the place and, when Ellery reinstituted authority at the top, 
there were charges against him, public hearings and a first-class scandal 
before he was exonerated. 

Back in another institution for mental disorder, Ellery relates, he was 
interested enough in the medical literature, and daring enough, to intro 
duce malaria treatment for general paresis for the first time in Australia 


His book records later his introduction there of insulin treatment, his pio 


neering in psychoanalysis and his setting up, contrary to law, of a private 
mental hospital for the treatment of neuroties. 

During World War II, Dr. Ellery wrote Psychiatric Aspects of Modern 
Warfare, a book which, he notes, was discussed in this QUARTERLY in a 
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“long and enthusiastic editorial’* and which received only passing notice 
from the “more orthodox medical journals,” as it had “an admittedly com- 
munist slant.” If the author, however, was a communist, the small ‘e” is 
indicated ; he expresses vigorous distaste for Soviet poliey and Soviet doc- 
trine. 

The reviewer thinks any psychiatrist should enjoy this book and per- 
haps profit from its picture of days gone by. Its writing is old-fashioned, 
perhaps even florid, the sort of thing which must have appealed to a 
young man who once wanted to be a poet and a journalist, but became a 
psychiatrist instead. 


rger Lunacy. PSYCHIAT. QUART., 20:1, 159-163, January 1946. 


A Comprehensive Dictionary of Psychological and Psychoanalytical 
Terms. By Iiorace B. EnGuisn and Ava CuamMpNney ENaGiisn. 594 
pages. Cloth. Longmans, Green. New York. 1958. Price $8.00 (text), 
$10.75 (trade 
More than 13,000 terms that the student, the practitioner or the research 


] h;: 


worker in psychology, psyve ] 


4 ] ° . ° } 
liatry or psychoanalysis is likely to need are 


defined in this new dictionary. The editors are Horaee B. English, pro 
fessor of psychology at Ohio State University and Ava (. Enelish, a g@rad- 
uate of Antioch and of Ohio State University, who is an expe rienced editor. 


There is a board of consulting editors, university psychology and educa- 
tional psychology prot SSOIr'S. 


The dictionary a 


ppears to cover nearly all the terms that a writer or 
student needs to understand or use. The definitions in general are clear 
and are for the most part accurate; but this reviewer thinks that the 
Englishes would have profited by inclusion of one or more psychoanalysts 
or psychiatrists amone the consulting editors. As the definitions stand, 


many psvchoanalvs s could consider those of “compl x" and “Oedipus 


comple x,’ incorrect; and those of “ego” and “identifieation,” confusing. 


The reviewer can see no excuse at all for including a definition of “Greek 
love,” which is a nice-Nellvysm, and neither argot nor a scientific term. 
The reviewer does not blame the editors for finding the term “folie a deux” 
unsatisfactory, but the observation that “insanity in pairs has exactly 
the same meaning” is not so. 

These are not serious matters. The reviewer notes them in the hope 
that such criticism will be useful when future editions are compiled. Even 
with these qualifications, the reviewer believes that every psychiatric 
library and every library of a school where psychiatry, psychiatric nursing 
or an allied discipline is taught, could use this book. If its future editions 


are improved, as it is reasonable to expect they will be, it should be very 
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useful indeed. Evaluation from the purely psychological point of view is 
another matter; but from the psychiatric, this book fits neatly and usefully 
into the vacant spot on the shelf between the short Ilutehines’ Psychiatric 


Word Book and the exhaustive Hinsie and Shatzky Psychiatric Dictionary. 


Buddhism and the Race Question. By G. P. MALALASEKERA and K. N. 
JAYATILLEKE. 73 pages. Paper. UNESCO. Paris. 1958. Price 50 cents. 
This UNESCO publication is a discussion of the relation of Buddhism 
to the race question—illustrated by the relations of the caste system of 
India to Buddhism in the early days of that faith. The authors believe 
that Buddhism stands for the oneness of the human species, the equality 
of man and the spiritual unity of mankind. From the psychiatrie point 


of view, the discussion is excellent mental hygiene. 


The Doctor and the Soul. By Vikvor EK. RANKL. 280 pages. Cloth. 
Knopf. New York. 1955. Price $4.00. 

A Viennese physician, who had the tragic misfortune of being an inmate 
of Hitler’s concentration camps for vears, emerged with an abstruse theory 
glorifying suffering without understanding the hidden masochistic com- 
ponents of his ideas. This substratum of his “logotherapy” is mixed up 
with confused Existentialism. The result is a ‘‘will-to-meaning” therapy) 
which is called by the author a “supplement to psychotherapy.” What it 
practically amounts to is glorification of sufiering, covering the latter with 
a “meaning,” that is, with narcissistic rationalization. Hopeless situations 
automatically and productively increase the masochistic propensities pres 
ent in everyone; and “logotherapy” provides a sophistic argument to bol 
ster it. There is no objection to this “medical ministry” if claims are not 
advanced for discovery of a new and unique solution for all human ills. 

The author is entitled to sympathy and respect for his concentration 
camp suffering; but this does not imply that one should follow his tortuous 


thinking, obviously made necessary to endure his personal suffering. 


The Power Elite. By C. Wricur Mus. 361 pages. Cloth. Oxford Uni 
versity Press. New York. 1956. Price $6.00. 

A book by the sociologist who produced White Collar, is bitterly critical 
of the “power elite” and ‘corporate hierarchy.” The author says: “A 
society that is in its higher circles and on its middle levels widely believed 
to be a network of smart rackets does not produce men with an inner 
moral sense; a society that is merely expedient does not produce men ot 


mnieal; but it contains 


conscience.” The book is sometimes involuntarily 
—provided readers are discerning and capable of opinions of their own 


some interesting material, especially on “celebrities.” 
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Crime and Insanity. RicHarp W. Nick, editor. 280 pages ineluding in- 
dex. Cloth. Philosophical Library. New York. 1958. Price $6.00. 

Crime and Insanity is what the editor calls a “symposium” on the treat- 
ment and disposition of the criminal insane. A complete and exhaustive 
treatment of this subject is certainly needed; but this volume falls short 
in a number of respects. It includes some excellent discussion. The fine 
chapter, “From MeNaghten to Durham and Beyond” by Simon E. Sobeloff, 
appeared originally in THe Psycuiarric QUARTERLY. The volume, however, 
is, in general, too strictly oriented to debate over the MeNaghten Rule to 
cover the whole vast subject as completely as could be desired. It is, never- 
theless, generally good as far as it goes. Its contributors are well-known 
medical and legal authorities and the book should be very useful. 

This reviewer does not understand why the ¢hapter contributed by 
William F. Burke, Jr., on what he ealls “the eternal conflict between law 
and medicine in judicial aspects of practice’ was included. It is prin- 
cipally an attack on mental hospitals, on psychiatry, and on Freudian psvy- 
chiatry in particular; and, as such, has no proper place in a book on the 


subject of this one. 


Oedipus at Thebes. By Brernarp KNox. 280 pages including index. 
Cloth. Yale University Press. New Haven. 1957. Price $5.00. 

This critical discussion aims to show what the ancient Greeks themselves 
thought of the Oedipus story and of Sophocles’ famous play. The author 
disagrees with Freud’s concept that the play is a “tragedy of fate.” Knox 
believes, to the contrary, that it is a tragedy brought on by “free decision 
and action” of the hero. He hastens to say that this has no bearing on the 
value of Freud’s Oedipus-complex theory. This reviewer thinks, however, 
that the argument is of considerable interest to anybody who has to do 
with the Freudian theory, and that the book is well worth reading for the 
purpose of separating clearly Sophocles’ ideas from Freud’s when the 
theme is discussed. 


Man and Number. By DoNnaLp SMELTzER. 114 pages. Cloth. Emerson 
Books. New York. 1958. Price $2.50. 

This neat little book covers man’s sense of number, his words for num- 
bers, his symbols for numbers, his methods for ordinary counting and eal- 
culating, and the history of his arithmetical progress. Such operations as 
division and multiplication—even after the adoption of Hindu-Arabie 
numerals—were extraordinarily cumbersome for centuries. This long per- 
sistence of complicated processes for long division and multiplication is of 
considerable psychological interest as showing the slowness of development 


of modern methods that are so simple we now teach them in primary 


school. 
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The Tower and the Abyss. By Ericii Kanier. 297 pages. Cloth. Bra- 
ziller. New York. 1957. Price $6.00. 

A critical, erudite, and dissatisfied professor (specialties: philosophy, 
history and sociology) holds that both capitalistic and communistie forms 
of living are outdated, and advocates “moral hygiene,” to be achieved by 
the “communitarian movement” propagated by Marcel Barbu. Psycholog- 
ically, the author seems rather uninformed; and what the reviewer con- 
siders to be his many social fallacies are nicely complemented by miscon- 
ceptions of what the unconscious really represents. 


Napoleon in His Time. By JEAN Savant. 440 pages with illustrations 
and index. Cloth. Nelson. New York. 1958. Price $6.50. 

One of the supposed advantages of the historian over the contemporary 
commentator is his presumed wider perspective. Besides being a military 
genius, Napoleon, in the wide perspective of history, is a dictator, it is 
true, but a rather humanitarian one; he is the promulgator of an enlight- 
ened and important code of laws, a most able administrator, and a states- 
man, who, perhaps unfortunately, was unable to unify Europe, which 
might have been better off under the Bonapartes than split up as it be- 
came atter Waterloo. (The theory is that a generation of comparatively 
mild Bonaparte tyranny in a comparatively unified Europe, followed by 
a gradual widening of popular liberties, would have been preferable to the 
disunity and wars that followed Napoleon's defeat. 

But the historian’s broad perspective is too broad for good portraiture. 
If the contemporary view is narrow and biased, the historieal view is 
blurred, and too often, lifeless. Jean Savant, perhaps the foremost living 
authority on Napoleon, selects the material in the present volume from the 
broad, historic point of view—and presents it through Napoleon's own 
contemporaries, the people who loved and hated him, supported him or 
betrayed him. If the Napoleon thus pictured is not quite the monstrous 
“Boney,” with whom parents used to frighten English children, he is no 
playmate for the young and innocent. Ilis contemporaries testify: He 
went into furies over trifles; his court was “a slave-galley;” he had a 
venereal disease ; he ordered opium given, by way of euthanasia, to plagu 
sufferers in his army; he had an epileptic fit while in bed with an actress 
and the affair became publicized thereby; he appears to have fathered a 
child by his step-daughter Hortense ; he slept with his sisters—one of whom 
complained he was far from satisfactory in bed. He raged and made im- 
practical plans after his defeat at Leipzig, behaved callously to his troops 
and their leaders; his own brother once suggested murdering him “to save 
France and his family.” Like Hitler, he threatened to drag all Europe 
down in ruins if he were beaten. No wonder this book has been called in 


legend. 


France the coup de grace to a 
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Napoleon was no Hitler; even as seen by sardonic contemporaries, he 
was a military genius, a great and an able man, and, on the whole, a rea- 
sonably normal man mentally, if a pronounced psychopath. Even some 
of his psychopathy could have been on the conscious level and could pos- 
sibly be laid to an honest conviction that a man of his transcendent genius 
could do no wrong. Savant’s selection of contemporary views is illuminat- 
ing and should be of vast interest to any student of the mind. The trans- 
lation from the French by Katherine John is excellent. 


The Final Face of Eve. By Eveuyn LANcAsTER with JAMES Pol.iING. 290 
pages. Cloth. McGraw-Hill. New York. 1958. Price $4.50. 

The patient whose multiple personalities were reported by Drs. Thigpen 
and Cleckley in The Three Faces of Eve is the Evelyn Laneaster who is 
author of the present book. It carries Eve’s story through a further change 
of personality and expresses her personal conviction that she is happier 
and more stable than ever before. 

The professional reader will probably take this book with some reserva- 
tions. It is, however, written for the general, not the professional, reader 
and it must be remembered that The Three Faces of Eve was made into a 
movie. The reviewer thinks this book will be widely read and probably 
widely misunderstood. As a case history, however, it is not without value; 
and there is no doubt that the general reader for whom it is intended will 
find it entertaining. 


Freud and Religion. By Grecory Z1.noora, M.D. 65 pages. Paper. New- 
man. Westminster, Md. 1958. Price 95 cents. 

Gregory Zilboorg’s religious conversion is well known; and this small 
book appears under the Jmprimatur ot the Roman Catholic Archbishop ot 
Baltimore. In it, Zilboorg turns psychoanalytic method to the investiga- 
tion of Freud's hostility to religion. Zilboorg believes, of course, that 
Freud’s unbelief was really “no solution even by way of hypothesis” to 
the origin of religion. He feels that Freud needed “to get religion out 
of his way—perhaps it disturbed or embarrassed him a little.” The author 


also believes that 


lreud’s psychopathology” can be used “without bowing 
to Freud’s militant atheism.” That seems to the reviewer to be a point 
ot very practical usefulness. 


Sigmund Freud: Reminiscences of a Friendship. By Lupwic BINs- 
WANGER, M.D. 106 pages. Cloth. Grune & Stratton. New York. 1957. 
Price $4.50. 

Ludwig Binswanger’s book is an extraordinary tribute to Freud, and is 
extraordinary as well in another sense. It is the record of a friendship 
with Freud which was not destroyed or adversely affected by an ideological 


disagreement. Binswanger is an Existential analyst. That is, he uses Freud- 
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ian scientific method but feels that it must have a philosophical base, or 


perhaps a sounder scientifie base than empiricism. This short volume should 


vo far toward killing the canard that Freud could not tolerate disagree- 
ment. He could not, it certainly appears, tolerate the kind of disagreement 
which necessitated the denial of fact established by psychoanalytic research 
or the watering down of psychoanalyvtie conclusions to avoid giving of- 
fense. But he not only tolerated, but seems to have enjoved, Binswanger’s 


practical and philosophical differences of opinion. 


The Kensington Stone: A Mystery Solved. [vy Hrix \Waiticren, 228 
pages including index and bibliography. Cloth. University of Wis- 
consin Press. Madison. 1958. Price $5.00. 

The scientific hoax is a fascinating study and the mind of the scientific 
hoaxer—supposing one could study it—should be even more fascinating. 
The hoax of Piltdown Man is outstanding among all the attempts to victim 
ize the modern scientist. Erik Wahlgren thinks the Kensington Stone is 
comparable in American archeology to Piltdown Man in anthropology and 
evolution. Wahlgren has established to his satisfaction, and he produces 
impressive evidence in support, that the famous Kensington inseription is a 
modern forgery. Supposed to have been chiseled in a stone by the survivors 
of a party of exploring Norsemen in the middle of the fourteenth century, 
the stone, Wahlgren believes, was actually carved in the 1890's, probably 
in 1898. He suggests that it was first carved as a joke by a Seandinavian 
settler acquainted with runes and that it only became a fraud when a flood 
of essays and articles were written to prove it genuine. He quotes the 
“epilogue” of Weiner’s The Piltdown Forgery where Weiner sugeests that 
Dawson, the discoverer, may “have been implicated in a ‘joke, perhaps 
not even his own, which went too far...” 

This book belongs with Weiner’s in any library where the scientific hoax 
and the psychology of the scientifie hoax could find a place. 


Freud and Hypnosis. By Miron V. Kiinr. 207 pages ineluding sub- 
ject and author index. Cloth. Julian Press. New York. 1958. Price 
$4.00 

Dr. Kline is a well known investigator and research worker in the modern 


use of hypnosis in psychiatry. In this small book he has gone back to 


Freud, studied the reasons for Freud’s rejection of hypnotism, or rather 
avoidance of it, and traced the differences between the use of hypnosis in 
Freud’s day and its current uses. Kline feels that Freud avoided hypnosis, 
equating it with suggestion or suggestibility, because his knowledge of hyp 
nosis and experience with it were limited in proceedure and approach. It 
is, of course, a rather general conviction that Freud was a poor hypnotist. 

Kline feels that scientific hypnotism has been reborn. He thinks Pavlov’s 


experimental work may assume more significance in the future in relation 
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to hypnosis than Freud’s. He sees it, however, applied within the sort of 
frame of reference that Freud envisioned a veneral psychology ot mental 
functioning. 


The Decline of the American Male. By the editors of Look. 66 pages. 
Cloth. Random House. New York. 1958. Price $2.95. 

This book is made up of three short essays by William Attwood, George 
B. Leonard, Jr., and J. Robert Moskin. It is close observation and clever 
writing on the alleged decadence of the American man and the position 
of woman in American society. In Mr. Attwood’s words, the American 
male needs “to grow up emotionally.” The conclusion has been reached 
before on consid rably sounder scientific views than the editors of Look 
produce. Considering that the book has a definite bias against women, and 
is superficial in that it is based on behavior, not psychology, this is a 
rather neat piece of work. It will not harm the specialist and can be 
recommended safely for general reading. 


Portrait of a Man Unknown. By NavHasire SARRAUTE. 223 pages. Cloth. 
Braziller. New York. 1958. Price $3.50. 

This piece of French fiction has an introduction by Jean-Paul Sartre, 
who describes it as an ‘‘anti-novel” and praises it extravagantly. Perhaps 
only an Existentialist can tell what it is about; this reviewer can’t; and 
he doubts if the European crities whose paeans are quoted on the dust 
cover could either. 


History of the Later Roman Empire. By J. B. Bury. Vol. I: 471 
pages. Vol. 11: 494 pages. Paper. Dover. 1958. Price $2.00 per volume. 
This is a re-issue in two well-printed, paper-covered volumes of what has 
been regarded for the last 35 vears as a standard history of the early 
Byzantine Empire (or the late Roman, if one prefers). The part that 
the Eastern Empire played in the creation of modern Europe has been 
generally underestimated, perhaps because of Gibbon’s contempt for it. 
sury attempts to restore the balance. His book is thoroughly documented 
and appears to be as objective as possible for a modern historian. This 
is a valuable reference work and is valuable besides for anybody who 
wants an “unromanticized” picture of what happened in the century fol- 
lowing the fall of Rome. It covers the new barbarian kinedoms in the 
West as well as the Eastern Empire. There is particularly interesting ma- 
terial on art, law, religion and literature. 


The Only Baby. By SueLtpon Cuo.str, M.D. 72 pages. Cloth. Whittier. 


> 


New York. 1958. Price $2.50. 
This is a collection of poems and notes on psychiatric theory. In the 
“notes,” which could have served very well as an introduction instead 
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of an epilogue, the author remarks that “the desire to be the only baby 
is at the bottom of many psychological problems.” Dr. Cholst’s poems 
range from one-verse notations on this or that to little versified essays 
on such matters as the return to the uterus and consultation with the 
psychiatrist. Poems should move the reader; most of Dr. Cholst’s poetry 
failed to move the reviewer, although he found it interesting’ and tech- 
nically and scientifically adequate. 


Biographical Directory of the American Psychiatric Association. 
488 pages. Cloth. Bowker. New York. 1958. Price $25.00 net, postpaid. 
This book contains biographical notations on more than 10,060 psyehi- 
atrists—members of the American Psychiatrie Association. Besides the 
United States and Canada, Latin America and most of the other parts 
of the world outside the Iron Curtain are represented. The biographical 
notes range from several hundred words to a mere address in cases where 
the member failed to furnish further information. 

Obviously this is not only the most complete but the most reliable direct- 
ory ever published of the American psychiatric profession. It covers, be- 
sides the alphabetical listing, listings by states, Canadian provinces and 
foreign countries, with cities or other places of residence noted. A psyehia- 
trist who has a patient moving to Ionia, Michigan or Ashdown, Arkansas 
can find the address of a colleague and probably learn somtehing about him 
besides. This volume should be indispensible in any medical library ; 
no psychiatric publication will want to get along without it; and man) 
private practitioners will find it of use. 


More Peanuts. By Caries M. Scuunz. Unpaged. Paper. Rinehart. 
New York. 1954. Price $1.00. 

Good Grief, More Peanuts! By Cranes M. Scuvuiz. Unpaged. Paper. 
Rinehart. New York. 1956. Price $1.00. 

Good Ol’ Charlie Brown. By CHaries M. Scnvuiz. Unpaged. Paper. 
Rinehart. New York. Price $1.00. 


A New Peanuts Book Featuring Snoopy. By Caries M. Scnvurz 
Unpaged. Paper. Rinehart. New York. Price $1.00. 


Peanuts is a strip cartoon. It involves half a dozen pre-kinderggrten 
kids and a dog. It is remarkable for economy of line and for rather aston 
ishing psychological sophistication. 

The four volumes here reviewed are four of the five thus far printed. 
They coneern everything from kite flying to music, and some recent 
‘artoons have paralleled—unsmilingly and with no direct references 
recent international situations. Sehulz’s kids remind the reviewer of neu 
rotie grown-ups. Linus, the baby, searches for security by sucking his 
thumb and half hiding himself behind a corner of his blanket. Snoopy, 
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the dog, specializes in trying to be what he isn’t. His “imitations” include 
all his child-friends, a bird, a kangaroo, Mickey Mouse, Beethoven, Men- 
delssohn and Papa Haydn. 

There are around 200 cartoon strips in each of the present volumes. 


The reviewer has observed that they entertain children and the psvcho- 


logically uninformed as well as the sophisticated. These all would be 


good ‘‘waiting room books,” and their owners should have a lot of fun 


with them besides. 
A Short Introduction to Archaeology. [3y Professor V. G. Ciitpr. 142 
pages including index. Cloth. Maemillan. New York. 1958. Price $2.50. 
This small book is one of a series on “Man and Society” of considerable 
general interest to social scientists as a whole. Childe explains what ar- 
chaeology is, why it exists and what some of its important data are. They, 
of course, cover everything from cave paintings to medical papyri. This 
is a valuable little book for any general scientific library or any person 


interested in general science. 


Alfred Adler. by Ptiyiiis Borrome. 300 pages including index. Cloth. 
Vanguard. New York. 1957. Price $5.00. 

The first edition of this biography of Alfred Adler was published in 
1938. In the years since, it has become regarded as a somewhat definitive 
work, although it is not in the strict sense a thorough professional biog- 
raphy. Data about Adler are more readily obtainable from the opposition 
than from the Adlerians. Mrs. Bottome, besides being a well-known novel- 
ist, is a fervent Adlerian and a trained practitioner of Adler’s psycho 
therapy. Her biography is a disciple’s portrait of a master; she does not 
pretend it is anything else although she does set forth that she has en- 
deavored to be objective. 

The psychiatrist will find this volume of use for two prineipal reasons. 
It gives a colorful outline of the life of an important and interesting 
figure, besides giving some idea of the magnetism of his personality. 
Second, it gives the Adlerian view of the break with Freud. Adler, Says 
Mrs. Bottome, considered Freud dictatorial, and he refused to stand for 
dictation. That she has oversimplified the case, she does not appear to 
realize. She does not, for instance, understand the Freudian position on 
sex. She remarks that Freud “advocated freedom from sex repression.” 
This is certainly untrue, whatever it means, as Adler himself, to say 
nothing of Wilhelm Reich and others, could have testified. That this is 
the view of Alder’s biographer, however, is important. Both for its bio- 
graphical material and its reflection of the spirit of the Adlerian move- 
ment, this book is worth the attention of every psychiatrist. 
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The Unbelonging. By Ai.ick M. Ropinson. 165 pages. Cloth. Maemillan. 
New York. 1958. Price $3.95. 

A well-meaning book is written about mental patients in psychiatric 
hospitals, exemplified by a dubious case. The general idea is expressed 
by the author, a nurse: “I believe in compassionate love as the healing 
balm for the gaping emotional wounds which have broken our mental 
patients. I believe in this over and above the ‘mechanical’ psychiatric 
treatments as we know them.” Naive, but nice. 


The Mission. By Dian Brewis. 180 pages. Cloth. Random House. New 
York. 1958. Price $3.50. 

Brelis describes in novelistie form an incident in Burma, behind the 
Japanese lines during World War II. An American sargeant co-operates 
with a native of the Kachin tribe in ambushing a Japanese munition- 
steamer. The story is suspenseful; but there is no explanation of psycho- 
logical motivations. 


Studies in Hysteria. By JoserH Brever and SIGMUND FREup. 241 pages 


including index. Paper. Beacon Press. Boston. 1957. Price $1.45. 
Breuer and Freud’s Studves in Hysteria is a pioneer work of psyecho- 
analysis and a classic of psychiatry. It is one of the world’s great books, 
in addition. The present paper-back issue is the authorized translation by 
A. A. Brill, with a short introduction by Dr. Brill, reciting the history of 
the work. At the very reasonable price of $1.45, this belongs in every 
student’s library, as well as in every general library of psychiatry or psy- 


choanalysis. 


Dreams and the Uses of Regression. By Brerrrim D. Lewin, M.D. 64 
pages. Cloth. International Universities Press. New York. 1958. Price 
2.00. 

Dire anes and the Uses of Reagre ssion iS the 1957 Kreud Anniversary Lee 
ture of the New York Psychoanalytic Institute. It is a short inquiry, 54 
pages, principally into the dreams which Deseartes credited with having 
given him the insight into his philosophical formulation of the world as 
mathematical in nature. Descartes believed that through those dreams the 
“Angel of Truth” had come to illuminate him. 

Lewin remarks, “The three great names associated with the scientific 
world view that made the spectator irrelevant are Galileo, Newton and 
Descartes; and Descartes was its formulating philosopher.” If we do not 
today subscribe to Cartesian dualism, our scientific method is still largely 
the Cartesian method. Lewin’s discourse on Descartes’ method is a fasci 


nating demonstration of how much of this we owe to a dream. 
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A Teacher is a Person. [3y CHariies H. Winson. 285 pages. Cloth. Holt. 
New York. 1956. Price $3.75. 

Charles H. Wilson is a teacher and administrator who writes with more 
than a little insight and a great deal of humor about his profession. His 
book concerns persons more than methods. That is, it is not a contribution 
to the current controversy over Edueationism. It is, however, an excellent 
contribution to better public relations between the teacher, from primary 
grade through college, and the parent. It is recommended reading for all 
who are concerned with their children’s schooling; in particular, for all 
who recognize that humaneness is the greatest of qualifications for an 
educator. It is also, in this reviewer's opinion, a rather charming if some- 
what self-centered story. 


Selected Writings of John Hughlings Jackson. James TAyior, editor. 
Volume One: 500 pages including index. Volume Two: 510 pages 
including bibliography and index. Cloth. Basie Books. New York. 
1958. Price $15.00 per set. 

Hughlings Jackson has been called the father of neurology; and his 
influence on the growth of the specialty was undoubtedly tremendous. 
He was a brilliant elinician and a brilliant theoretician and he wrote 
voluminously. But in spite of urging from high places, he never collected 
and published a selection of his own writings. 

The present collection is a compilation prepared after careful search 
of the literature, with permission of the guarantors of Brain. The first 


volume covers the epilepsies, post-epileptic states, problems of the etiology 


of epilepsy and many clinical observations. 

Volume Two includes a larger proportion of theoretical material. Here 
the author discusses the evolution and dissolution of the nervous system, 
writes on affections of speech and presents a wide variety of miscellaneous 
papers. A lst of his writings from 1861 to 1909 is given in this seeond 
volume. 

The stature of Hughlings Jackson has not diminished with the passage 
of years. He is responsible for much of the theory and the practice on 
which modern neurology is based. An example of his acute comment, 
and one of particular interest to psychiatry, is his repeated remark that 
cases of mental disorder should be “arranged” for practical purposes, such 
as treatment, but should also be “classified,” without regard to this arrange- 
ment, on some system adapted to increase knowledge of diseases of the 
mind. 

These two volumes ot Hughlings Jackson’s writing total more than a 
thousand pages. They are indexed separately. The arrangement of the 
papers is in general chronological, thus showing the development of his 
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thought. The volumes have been beautifully printed and are well bound. 
They would be an addition not only to the library of the neurologist but 
to that of the psychiatrist as well. 


Clinical and Counseling Psychology. Ly Joun M. Haviky. 702 pages. 
Cloth. Knopf. New York. 1958. Price $6.75. 

This appears to be one of the most sensible and useful introductions to 
clinical psychology that has appeared recently. Its coverage is relatively 
comprehensive and mature. Topics have been judiciously selected, intelli- 
gently ordered and amply discussed ; and the book's organization is partie- 
ularly interesting. Roughly, the first third of it is devoted to an exposition 
of matters of general psychological theory, and theories of counseling and 
therapy. 

It is the author’s conviction, shared by an increasing number of psychol- 
ogists today, that applied psychology, i.e., clinical, industrial, vocational 
psychology, must draw upon the store of basie laws and principles of 
general psychology. In addition he wisely insists that the clinician is not 
concerned with any one aspect of the individual, such as the ambiguously 
labeled phenomenon of personality, but with the behavior of the individual, 
in relation to the environment. Accordingly, the suecessful clinician must 
be aware of all the variables that exert control upon behavior, for these 
will provide the tools for therapeutic change. 

The rest of the book is concerned with the presentation of the more 
specific procedures of psyehology, such as diagnostic evaluation of be 
havior by case history, observation, and the various classes of intelligence 


tests and personality tests. 


Review of Sociology. Josern B. Girrier, editor. 588 pages. Cloth. Wiley. 
New York. 1957. Price $10.50. 


About 10 years of research and thought in sociology have been neatly 


outlined and summarized by an array of competent sociologists in the 
present volume. While it would be surprising if the vast productivity 
of sociologists during that period could be adequately and representatively 
sampled in the limited space assigned to each reviewer, the result, never 
theless, is impressive in its comprehensiveness. In all, 14 major socio 
logical areas are discussed. Of particular interest are the chapters on 
sociological theory, quantitative method, personality and social structure, 
small groups, and racial and cultural relations. As with most reviews 
of this sort, the extent of the condensations is somewhat dismaying. In 
many instances research studies are only briefly mentioned, or cited, with 
little or no indication of their results or conclusions. Theoretical argu 
ments are so abstracted that the reader must already be conversant with 
their general structure, or miss their significance. 
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Born Innocent. By CREIGHTON BRrowN BURNHAM. 293 pages. Cloth. 
Prentice-Hall. New York. 1958. Price $3.95. 

This volume is a factual story that would, perhaps, find its best recep- 
tion in lavmen’s circles, as it tells of am ambitious, compassionate woman, 
who suddenly found herself faced with the role of superintendent of a 
state industrial school for girls. The accounts have an air of conviction, 
and one must admire the fortitude of the author. Doubtless the incidents 
of political pressurt could have been illustrated ten-fold. More than com- 
passion is necessary to help the unfortunate girls who land in such schools 
as Mrs. Burnham's and it is to be hoped that more than pity will be 


aroused by her book. 


The Question. By Henri ALLEG. 123 pages. Cloth. Braziller. New York. 
1958. Price $2.95. 

Henri Alleg’s “question” is the one put centuries ago to the victims of 
medieval “justice.” That is, it is torture. Allee, who is a journalist, de- 
seribes the modern version as applied to him by French paratroopers in 
Algeria. There is an indignant introduction by Jean-Paul Sartre. 

Alleg is a Communist ; lying for the elory of Marx is part of the Com- 
munist creed; and one might discount this book very considerably if it had 


not been for the tyranny and bad judgment of the French government in 


suppressing it in flagrant violation of the freedom of the press. As it is, 
one has reason to assume, therefore, that the account here is substantially 
true. It is an account of shocking sadism, comparable to that of the Nazis, 
except that the French stopped short of actual murder in Alleg’s case. 
Some other victims, including women, seem to have been less fortunate. 


port d in the wav of electric shock and the water torture 


The refinements re 
are the sort of thing which only highly organized brutality could accom- 
plish. 

The Questwn is a reminder, which psychiatrists need less tham most 
people, of the potentialities of sadism in all of us. Civilized Frenchmen 
prove capable of the bestialities that were perpetrated by the Nazis—from 
whom civilization had been carefully stripped. Mutatis mutandis, so might 
civilized Americans. 


The Search Within. Ly Turopor Reik. 657 pages. Paper. Evergreen 
(Grove). New York. 1956. Price $2.95. 

The Search Within is a collection of old and new writings by that ex- 
tremely articulate psychoanalyst, Theodor Reik. There are excerpts from 
five of his books and a section of new short writings called “Adventures 
in Psychoanalytic Discovery.” Appended is a short collection of previously 
unpublished letters from Freud. Reik’s writings are unusually urbane and 
comprehensible essays on psychoanalysis, and this book is heartily recom- 
mended to the student. 
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101 Puzzles in Thought and Logic. By ©. R. Wyiir, Jr. Unpaged. 
Paper. Dover. New York. 1957. Price $1.00. 

The 101 puzzles in this book are puzzles in thought and logic, not math 
ematics. They are good exercises in straight thinking and should be of con- 
siderable amusement and value to the person with an interest in social re 
lations. Many of them deal with Mr. A., Mrs. B. and assorted X’s, Y's 
and Z’s; and the trick is to figure out their relationships. This would be 
a good book for an invalid with an active mind. The solutions cannot 
be reached by ordinary mathematics. The reviewer would be interested 
to see what somebody with a 200d working knowledge of Boolean algebra 
would make of them. 


Anne Frank: The Diary of a Young Girl. 237 paves. Paper. Pocket 
Books. New York. 1958. Price 35 cents. 


It would be absurd to review here critically a book which has been a 


best seller and the subject of an important Broadway play and an impor 


tant motion picture. The reviewer, however, thinks that its present pub- 
lication calls for mention as making readily available one of the best 
told and most pathetic tales of tragedy to come out of World War LL. It 
is to be recommended highly to any who may not be acquainted with it 
lest we forget! 


Timetable of Civilizations. By Aivix Barra. 89 pages. Cloth. Vantage. 


New York. 1958. Priee $2.75. 


Barta’s Timetable of Civilizations is a very keen discussion, by an am 
ateur of history, of the general tenets of Spengler. It is highly speculative 
and those aware of the high selectivity of the factors by which Spengler 

and later Toynbee) reached their conclusions will be wary of many of 
Barta’s simplifications. There is, however, a very interesting discussion of 
the rise of Russian civilization contrasted to Western, although both psy 
chiatrists and ethnologists will take exception to the assignment of Freud, 
Adler, Jung and Einstein to the Russian sphere and the reasons therefor. 
Almost any social scientist, however, should find this short discussion 
interesting and stimulating. Incidentally, as far as this reviewer knows, 
this book is strictly unique in being constructed as a discussion of its end 
papers. 


They Gathered at the River. By Brernarp A. Werispercer. 345 


Cloth. Little, Brown. Boston. 1958. Price $5.00. 


pages. 
Weisberger relates in this volume a less-than-sympathetic story of the 
American religious and social phenomenon known as the revival. He traces 
it from 1800 through the eareer of Billy Sunday, with which he considers 
protessional revivalism to have come at least temporarily to an end. The 


revival, says Weisberger, was instituted when the orthodox churches of 
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the early republic discovered their membership was in a popular minority. 
It was aimed impartially at “liberal” religion, irreligion and any scientific 
progress which contradicted Biblical “science.” 

This is a useful, reasonably objective, and comprehensive account of 
a very important phenomenon which characterized the American past and 
had much to do with forming the American present. The reviewer thinks 
this side of American history is important to any social scientist and be- 
lieves that most readers will find the book fascinating as well as infor- 
mative. 


Mathematics for the Layman. By T. H. Warp Hitt. 343 pages includ- 
ing index. Cloth. Philosophical Library. New York. 1958. Price $4.75. 
There are numerous excellent works on mathematics written for the lay- 
man. Most of them are primarily descriptive; some are historical. Hill's 
little book differs in being adapted primarily for practical use. The student 
who is interested in seeing how the ancient Babylonians or the ancient Ro- 
mans made mathematical notations will find the information here, but he 
will also find all kinds of practical notes on methods of using elementary 
mathematics—for instance, short cuts in multiplication and division. There 
is a chapter on the application of geometry, a useful discussion of symbolic 
algebra and one of equations. There is an unfortunately brief treatment of 
statistics. Finally, the really interested reader can go through the book as 
a course. This book would be useful in any school library where encour- 
agement to learn a little more mathematics is needed. 


Magic House of Numbers. By Irving ApiER. 123 pages, plus index. 
Paper. New American Library. New York. 1957. Price 35 cents. 

This paperback book is a compilation of notes about our number system, 
curiosities involved in it, tricks and puzzles. This is another of several 
good books which should be of use to the amateur mathematician and of 
some value to the general student whose interest in mathematics needs 


stimulation. 


Trials of Evans and Christie. [°. TeENNyson Jesse, editor. 379 pages. 
Cloth. William Hodge. London. 1957. Price $7.50. 

This volume of the Notable British Trials Series is of extraordinary in- 
terest to psychiatrists. First, it deals with two highly abnormal characters, 
both of whom were convicted of murder. Second, it involves a possible mis- 
carriage of justice; and third, one of the two cases was decided strictly on 
the MeNaghten Rules. 

Timothy John Evans was hanged in 1950 for the murder of his baby in 
a squalid London home. In 1954 John Reginald Halliday Christie—de- 
scribed by the editor as the most disgusting murderer in the history of 
English crime—a resident of the same squalid tenement, was convicted ot 
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murder and hanged. The bodies of six women, including Christie’s wife, 
were found concealed in the premises. In addition, Christie who had been 
a witness against Evans, confessed killing Evans’ wife—tor which Evans 
had been blamed, although he was tried only for the killing of his baby 
girl. Christie denied having killed the baby. The editor believes Christie 
killed both Mrs. Evans, and the child. Either Evans, by coincidence, 
murdered his wife and his baby daughter in a spot where a neighbor who 
was to be a witness at his trial had already killed two and was to kill four 
more, or he was wrongly convicted. The coincidence, of course, is hard to 
believe. An appendix to the record of the two trials carries the debate in 
the House of Commons (over abolishing capital punishment) which was 
inspired by the Evans case. Besides the points noted, a matter of consider- 
able psychiatric interest is that Christie appears to have strangled most of 
his victims during sexual intercourse. 


From Death to Morning. By THomas Wo re. 304 pages. Cloth. Serib- 
ner’s. New York. 1958. Price $3.95. 

This book of 14 short stories is a reprint of a collection first published 
by Seribner’s in 1935. It contains some of the finest of Wolfe’s writing. 
With his usual vast scope, the author draws his people from all walks of 
life, and always his insight into character is perfect. Done in his vehement 
and exciting style, these stories are unforgettable. In particular is this 
true of “Death the Proud Brother,” a description of four incidents in 
which the author looked upon the visage of death in the city. It is a book 
to be recommended highly for everyone’s library. 


The Fine and the Wicked. The Life and Times of Ouida. I}y Monica 
STIRLING. 216 pages. Cloth. Coward-MeCann. New York. 1958. Price 
$4.00. 

This is the story of a romantie¢ in the Victorian era. The author writes 
of Louise de la Ramé as “a unique flamboyant lady,” showing us at the 
same time a fine and talented writer. Books by Ouida, such as Dog of 
Flanders and Under Two Flags, will be familiar to most readers. Much 
of Ouida’s life was spent in Italy, and it was here that—atter the ending 
of a tragic love affair, the death of her mother, and with poverty im- 
pending—this brilliant woman became mentally ill. 

The author’s insight is good, her descriptions of life in the latter half 
of the 19th century, both in England and in Italy, are of sociological in- 
terest. Altogether, it is most readable biography. 


Patterns in Comparative Religion. By Mircea Eviapve. 484 pages in- 
cluding index. Cloth. Sheed & Ward. New York. 1958. Price $6.50. 
Mircea Eliade is a distinguished historian of, and authority on, com- 
parative religion, with a wide European reputation. The present book is 

















620 BOOK REVIEWS 


a translation of Traité d’Iltstoire des Religions which has appeared in 
three editions in French. It is, however, a survey of religious phenomena 
rather than a history. Professor Eliade notes that more history will be 
dealt with in a companion volume. In the present treatise he gives com 
parative versions of many incidents, myths and patterns of religious be- 
lief all over the world. He treats by subject rather than dynamics, noting 
for example where such patterns as ‘“‘moon-rain-fertility-woman-serpent- 
death-periodic-regeneration” occur in various religious beliefs. 

This volume is a useful outline for study by anyone concerned with the 
human mind and its development. It conveys, of course, from hundreds 
of widely separated mythologies, exercises in magic thinking, of the sort 
with which the psychiatrist is familiar in modern mental derangement. The 
translation by Rosemary Sheed appears to be excellent. The publishers 
are well known for the publication of Roman Catholie books, but this one 
appears completely nonsectarian. The author's coneludine sentence ex- 
presses his thesis: “The history of religion ean..., in the last analysis, be 


expressed in terms of the drama of the losing and refinding o 


..[ reli- 
210us | values, a loss and rediscovery which are never, nor ¢an ever be, 
final.” 


The Hours After Midnight. Ly Joshrii Haves. 180 pages. Cloth. Ran- 
dom House. New York. 1958. Price $3.00. 

Mr. Hayes is apparently endeavoring to duplicate in this work, the sus- 
pense and drama Ol his earlier pest sell ie The De Spe rat Hours. It would 
be difficult for anyone to do and ¢ rtainly this attempt does not quite 
come off. In spite of the fact that the pl it is thin, however, the characters 
themselves do come alive, thanks to the author’s considerable insight. As 


7 ] + 7 4+} - 3 . 
a psychological study, the book is of interest. 


Durban. A Study in Racial Ecology. 254 paves including index. Cloth. 


Columbia University Press. New York. 1958. Price $5.75. 

Stretched as are its ties with England, the Union of South Africa is the 
one important legatee of Victoria's empire which still takes “the white 
man’s burden” with comple te seriousness. The present book is a discussion 
of the racial ecology of the port city of Durban, the largest city of the 
provinee of Natal. Durban is governed by an all-white city council, rep- 
resenting about a third of the city’s population. Another third is made up 
of unrepresented East Indians, and the balance is of unrepr sented Afri- 
cans with a few “Coloured” residents (mixtures of African and white), 
who have a restricted franchise. While the United States is involved in 
efforts at racial desegregation in its public schools, Durban is attempting 
to increase the segregation of its residential districts by re-zoning on racial] 
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lines—on the theory that the less contact there is among the races, the 
less danger of conflict will develop. 

The present book is a careful study, supported by maps, graphs and 
statistics, of the racial make-up and the racial zoning of the city. The 
reviewer's impression is that it gives all the data that any sociologist could 
desire for study of the situation. The American social scientist will be 
disturbed to note that the whites are favored in the re-zoning—as might 
have been expected—that the Indians have sutiered the most, and that the 
comparatively few “Coloureds” are likely to be blamed by the Indians 
for the whole development. The authors believe that the attempts at in- 
creasing segregation will not prove entirely practical and that modifications 
will have to be made. Any social scientist should be vastly interested in 
this book. 


The Illustrated Encylopedia of Sex. By A\. Wiusy, L. VANper, 0. 
Fisner, and others. 444 pages. Cloth. Cadillae. New York. 1958. Price 
$5.00. 

As much as psychiatrists or psychologists may deplore it, sex writings 
of this sort, with their emphasis on illustrations and on physical pertorm- 
anee, will be generally purchased by people whose needs call for more com- 
plete psychosexual discussion of the subject. The Illustrated En yclopedia 
of Sex has a medical authorship and is less objectionable than many books 
of its type. Where physical sexology is concerned, it appears to be accurate 
and trustworthy. For instanee, it makes the distinction, which is frequently 
missed, between ¢clitorie and vaginal orgasm. 

Where matters that are more strictly in the field of psychosexuality are 
concerned, the treatment is unsatisfactory. If the existence of the uncon 
scious is recognized, it is chiefly by inference. The authors do recognize 
that most impotence is psychological and they imply the desirability of 
psychoanalytic treatment, but they neither emphasize nor elaborate this 

There is a chapter on alcoholism and heredity which is definitely in 
correct and harmful. For instance: “the malformations of the body of 
a child conceived by its parents in a state of inebriation may be so serious 
that the child may be regarded as a monster.” The authors need ar 
fresher course in genetics. 


Magnificent Missourian. The Life of Thomas Hart Benton. By Evert 
B. Surry. 351 pages. Cloth. Lippincott. Philadelphia. 1958. Price $6.00. 
Overshadowed by the figures of Clay, Webster, and Calhoun, the aecom 
plishments of Thomas Hart Benton tend to be obscured—un justly obscured 
This is a history, not a psychological study—though a_ psychological 
study of Benton would be rewarding. As a history this book is good; not, 
perhaps, outstanding, but very far above the “run of the mill” classifica 
tion. 
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History of Mathematics. By D. E. Smirn. Vol. I: 596 pages including 
index. Vol. Il: 725 pages including index. Paper. Dover. New York. 
1958. Price $2.75 per volume. 

This two-volume paperback set is a re-publication of a work first pub- 
lished in 1923, and is an excellent reference work for any general library 
or for any general scientific library. The student of science will find it 
enjoyable reading besides. There is a readable and enlightening chronologi- 
eal account in Volume I—principally by biographical notes—of the general 
development of mathematics from the earliest times through the nineteenth 
century. Unfortunately, the author stopped short of such modern giants as 
Einstein, Whitehead and Bertrand Russell. The medical reader will be 
interested in portraits of that physician-extraordinary, Jacques Cardan, 
and of certain Arabian physicians of medieval days who, it appears, were 
eminent mathematicians as well as eminent medical men. 

Volume II covers separately the evolutions of such mathematical spe- 
cialties as arithmetic, trigonometry and the ecaleulus. The social scientist 
would have appreciated more attention to probability and statistics. The 
books, however, are both readable and useful. 


The Truth About Your Child’s Reading. By Sam Duker and THomMAs 
Natuy. 181 pages. Cloth. Crown. New York. 1956. Price $3.00. 

This is a defense of modern teaching methods against Rudolf Flesch’s 
devastating charges that children are not being taught to read. It is a 
well-organized and well-argued book and its chief failure is that it simply 
does not refute the charge that too many children cannot read. While, 
this reviewer thinks, the authors fail to meet the main issue, they do light 
unerringly on the weakest point in Flesch’s recommendations for emer- 
geney action in the present situation. Flesch recommended that parents 
teach their own children what the schools are failing to teach. Duker and 
Nally doubt that this is practical. Most psychologists would agree with 
them, but for different reasons. 


John Ruskin. By Joan Evans. 447 pages. Cloth. Oxford University Press. 
New York. 1954. Price $4.25. 

Except for the fairy tale “The King of the Golden River” the work of 

John Ruskin is seldom encountered today. The profound effect he exerted 


for years on the artistic and architectural taste of the English-speaking 
world has passed away. The passing is mourned by few, as the majority of 
the creations in the “Gothic” style he advocated were, by present standards, 
monstrosities. 

John Ruskin suffered through several acute manic episodes, which are 
recorded by the author. There is little attempt to tie this in with his life 
as a whole, except in a superficial way. This book belongs on the shelves of 
the liberal arts student, rather than on those of the psychiatry student. 
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Christian Science Today. By CHaries S. BRApEN. 432 pages including 
index. Cloth. Southern Methodist University Press. Dallas. 1958. 
Price $5.95. 

From the point of view of the psychiatrist, any sort of mental healing, 
religious or otherwise, is psychotherapy. Christian Science thus has a 
unique position among the religious sects as psychiatrists see them. Dr. 
Braden’s book is the work of a Methodist minister who has done consider- 
able previous writing on comparative religion; and the Christian Science 
church will certainly object to it. But it appears to this reviewer to be 
objective and trustworthy. The reviewer thinks this book belongs in insti- 
tution libraries where there may be Christian Science patients, and that 
it contains essential information for any psychiatrist in private practice 
who may encounter Christian Science among the relatives of patients. 


Report of New York State Joint Legislative Committee on Mental 

Retardation 1958. 79 pages. Paper. 

This handsome report—beautifully printed and beautifully illustrated 
—of the New York State Joint Legislative Committee on Mental Retarda- 
tion should be of interest to every psychiatrist and every psychologist who 
may be called upon to deal with mental defect. It is a brief survey of what 
New York State is doing and is trying to do for mentally retarded children, 
covering activities of the state Education Department, the Department 
of Mental Hygiene and other state agencies, as well as of parental and 
other unofficial interested groups. 

The pamphlet should be of use in advising and reassuring parents and 
in providing information for professional personnel. Inquiries about it 
should be addressed to Senator Earl W. Brydges, chairman of the Joint 
Legislative Committee. 


How To Overcome Colitis. By Joseriu F. Monracur, M.D. 285 pages. 
Cloth. Citadel. New York. 1956. Price $4.00. 

Dr. Montague has, apparently, spent many years treating gastro-intes 
tinal disorders and has written a number of books on health directed to 
lay readers. This is another one for the lay reader; it describes, in Simple 
terms, the many types of gastro-intestinal disorders which Dr. Montague 
seems to identify as colitis. 

Medically speaking, colitis means inflammation of the colon. Symptoms 
usually associated with what is thought to be colitis ean be early symptoms 


of a more serious disease, and the condition should be carefully analyzed 


by the doctor. However, to generalize the diagnosis too broadly, as this 
reviewer feels that Dr. Montague has done, can create psychosomatic prob 


lems for any worrisome layman who reads the book—and it is usually 
the so-called hypochondriae who eagerly reads books on health. 
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Twenty Thousand Nurses Tell Their Story. A. Report on the Studies 
of Nursing Functions Sponsored by the American Nurses Association. 
By Everett C. HuGHEs, Pu.p., HELEN MacGini. HuGues, Pu.p., and 
Irwin Deutscuer, M.A., M.S. XII and 280 pages. Cloth. Lippincott. 
Philadelphia. 1958. Price $5.75. 

The authors of this book are sociologists, and their study takes in many 
different facets of nursing. Nursing as a profession is in a state of flux, 
and the role of the nurse is subject to many different interpretations. 

The traditional position of the nurse at the bedside has in many cases 
been modified—not without fierce protests from many nurses. At the same 
time, the functions of the nurse have expanded upward, taking in pro- 
cedures which 30 years ago were the doctors’ prerogatives. This has brought 
about changes in behavior and position which have not been especially 
liked by the doctors. 

Wide variances on the part of nurses were found in attitudes and prae- 

| nurses and aides. 

It is not possible to say at this point what the function of the nurse is. 
It is easy to generalize, but precise statements of function cannot be made 
now—unless there is constant recourse to the adage, “The exception proves 
the rule.” The authors believe the role of the nurse will remain in a fluid 


state for some time to come, and this reviewer is inclined to agree. 


Technical Editing. 1. 1H. Weu., editor. 278 pages including index. Cloth. 
Reinhold. New York. 1958. Price $5.75. 


This small work on technical editing is a collection of articles from 


authoritative sources on the presentation and publication of technical ma- 
terial. As Weil uses the term, “technical” covers a good deal of writing and 
publishing which ean also be considered scientific. Possibly the principal 
difference is that “technical” works generally concern commercially-apphed 
science. This collection includes a number of articles of wide interest to 

h writer and editor in any scientific field. Some of the material covered 

lves technical reports, patents, abstracts for organization use, society 
journals, business magazines, graphie aids, and translations. The work 
should be of considerable value in any editorial office and of practical use 


as well, anywhere that research papers are prepared for publication. 


The Humanity of Words. A Primer of Semantics. By Brss SONDEL. 
245 pages including index. Cloth. World. Cleveland. 1958. Price $4.00. 
Bess Sondel’s book is precisely what the subtitle calls it, a primer. It 
covers the eontributions of Ogden and Richards, of Korzybski, and ot 
Charles Morris, to the understanding and use of language, and concludes 
with the author’s own exposition of a field theory of communication. 
The book is very simply w ritten. It is short; it is sound and it seems 


ideally suited for the student. 
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Darwin’s Century. By Loren Eise_ry. 378 pages including index. Cloth. 
Doubleday. New York. 1958. Price $5.00. 

Professor Eiseley’s volume covers biology and physical anthropology 
from Darwin’s predecessors through the revolution brought about by Dar- 
win, Wallace, Huxley and their followers, to modern anthropological and 
evolutionary concepts. It is a very valuable review for the general reader or 
for the social scientist whose specialty is not anthropology. The author is 
head of the department of anthropology of the University of Pennsylvania 
and is an experienced scientific writer. He traces the background of Dar 
winism, as well as its development through more than a century, seeing 
its origins in the great age of discovery. He cites pre-Darwinian and pre 
evolutionary explanations of the varieties of life on earth and covers pre- 
Darwinian classificatory and evolutionary theories rather thoroughly. 

At the close, Kiseley considers evolution from the mid-twentieth century 
viewpoint. He notes the frequently undervalued role of Mendel’s work in 
explaining evolutionary mechanisms and sees the rediscovery of Mendel’s 
researches as marking the era of present-day development. Ejiseley himself 
thinks that Darwin underestimated the role of co-operation and of course 
notes that he did not have much of today’s data at his disposal. 

This book is not only an excellent introduction to the history of evo- 
lution and the development of modern physical anthropology, but it is an 
excellent summary of the facts—as they are at present understood—ot 
the chief factors in evolution as well. 


Annotated Bibliography of Childhood Schizophrenia. By \Vi1i1AM 

GOLDFARB, M.D., and Mari.yN Dorsex. 170 pages. Paper. Basie Books 

New York. 1956. Price $2.50. 

This bibliography will prove invaluable to libraries and to persons in- 
terested in child psychiatry. The major points of each article are men 
tioned, allowing the busy physician to chose those references dealing with 
the particular phase of the problem that interests him. Only articles in 
English are included, which, while the disadvantages are obvious, | 
the creat advantage ot keeping the bibliography to a manageable siz 
quick reference. 


as 


The Road to Tyburn. By Curisropuer Hisperr. 251 pages including 
index. Cloth. World. Cleveland. 1957. Price $4.95. 
The Road to Tyburn is a semi-psychologieal, semi-journalistie account ot 


the life and times of one of the great underworld “heroes” of England in 
the early eighteenth century. Jack Sheppard was brought up amone, and 
spent his life in, surroundings of squalor almost inconceivable to the 
modern reader. Vast areas in London were filthy slums. Its prisons were 
practically sewers. Its officials and its law-enforcement officers were venal 


Betrayal was an everyday affair; torture was common. The heads and 
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quarters of the executed might be exhibited all over the kingdom. The 
list of capital offenses was enormous. 

Sheppard was a popular hero because of a number of exploits of spee- 
tacular nature. He escaped from Newgate twice and from lesser prisons 
twice. He was finally executed for theft; and that the execution was suc- 
cessful may have been due to misplaced friendship on the part of the mob 
of spectators. A plan to attempt to revive him after he was cut down 
was balked when the mob thought that his body was being taken away 
for dissection. Some similar attempts at reviving hanged men had suc- 
eeeded. The Road to Tyburn is, unfortunately, not a scientific psychological 
study ; the stuff for such a study is probably unobtainable. It is, however, 
made up of stuff affording plenty of material for psychological and socio- 
logical speculation. 


On the Track of Prehistoric Man. By Herserr Ki'nn. 211 pages with 
drawings, maps and index. Paper. Modern Library. New York. 1955. 
Price 95 cents. 

The remote beginnings of modern Western man’s art, technology, and 
religion—in the caves of France and Spain, perhaps 16,000 vears ago—are 
touched upon in this short report of archeological pilgrimages to our an- 
cestral homes. The author teaches archeology in a German university, and 
he tells here of numerous trips, alone or with students, to the sites of the 
great cave paintings. He thus presents an informal and interesting intro- 
duction to the men who laid the foundation of the modern world. Of con- 
siderable interest, is his opinion that in technique—including such matters 
as the use of oil pigments, the ability to sketch surely and faithfully, and 
the understanding of perspective—the painters of the remote cave days 
were not in the least inferior to today’s artists; and he finds that widely 
differing styles of painting followed each other in dim antiquity, even as 
today. He also thinks, and produces evidence in support, that there were 
regular schools in which art was taught, like the schools of modern times. 
Noting that many of the caves where the great paintings appear were never 
lived in, he believes they were places of worship, analogous to temples or 
cathedrals. 

This reviewer has seldom seen a book better adapted than this little one 
to the needs of the student who should have a comprehensive, if brief, in- 
troduction to the beginnings of modern man. 


Training the Backward Child. By Herta Loewy. 166 pages. Cloth. 
Philosophical Library. New York. 1956. Price $3.75. 
The author stresses the importance of attending to physical defects of 
backward children before proceeding to mental ones. Various techniques 
used by the author in handling problems are covered. 
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The White Goddess. A Historical Grammar of Poetic Myth. Amended 

and enlarged edition. xi, 541 and xix pages, with text illustrations and 
index. Paper. Vintage (Knopf). New York. 1958. Price $1.25. 

When The White Goddess first appeared a decade ago, it was sometimes 
reported, among other things, to have been “a tranee book,” which, this 
reviewer speculates, could mean that it was written from the author’s 
pre-conscious and unconscious, with little active direction from the con- 
scious. Or, in another view, it could have been the product of “creative 
schizophrenia,” which does not mean psychosis but, again, means author- 
ship by a part of the personality, in this case an “inspired” part, dis 
sociated from the everyday one. 

This is by way of saying that Graves started by collecting myth, legend 
and fact from Donegal to Babylon, and from the Ice Age through medi- 
eval times, in an amount vast enough to have astounded Herodotus, 
Thucydides and the last century’s veritable army corps of antiquarians, 
archeologists and pre-historians. Then this tremendous store of fact, 
legend, speculation and the emotions they invoke is comprehended, eval- 
uated and presented in such a sweeping fashion and from such an all- 
inclusive viewpoint that the feat hardly seems canny, and would hardly 
seem possible if regarded as strictly conscious, intellectual organization. 
How and why this tour de force was accomplished, and what the author 
himself thinks of it, if he could be induced to say, are fascinating prob- 
lems in dynamie psychology. Why the book makes sense at all under the 
cireumstances—and it emphatically makes more than ordinary sense; it 
makes dynamic sense—is another. 

The present paperback edition is some thousands of words longer than 
the 1948 publication; it includes additional text and footnotes and a new 
final chapter. It presents the worship of the white goddess, the triple god- 
dess of birth, love and death—from its presumed beginnings in our an- 
cestors’ pre-historic cave life to the revival of goddess-worship that Graves 
today foresees, but “Only after a period of complete political and religious 
disorganization” when the “suppressed desire of the Western races” will 
again be realized. Students of today’s religious trends will also be in- 
terested in this. 


Migration and Mental Disease. By B. Ma.zperc and FE. S. Ler. 139 
pages. Paper. Social Science Research Council. New York. 1956. Price 
$1.50. 

A statistical study of first admissions to hospitals for mental disease, 
New York, 1939-1941, concludes “In New York State the rates of first 
admissions to hospitals for mental disease for the three fiseal years ended 
June 30, 1941 were much higher for migrants than for nonmigrants when 
age, sex, and color were controlled.” Reservations are made: ‘New York 
State is decidely atypical.” 





628 BOOK REVIEWS 


Cultures in Conflict. By Rarnari. Para. 70 pages, photolithoprinting. 
Paper. Theodor Hertz] Foundation. The Jewish Ageney for Palestine. 
1958. Price 50 cents. 

Israel is an enclave of Western civilization, less than 1,750,000 people 
surrounded—except for Lebanon—by more than 25,000,000 Moslems of the 
Arab states. The clash of cultures discussed in this pamphlet, however, is 
only incidentally that between Occidental Jew and Near-East Moslem, 
though the first of the three lectures which make up this small book is 
devoted to Israel's neighbors; the clash to which the author devotes prin- 
cipal attention is that within Israel itself. Israel has been created from 
cultural and ethnie groups of the most widely varying nature; the gap 
between Jews of one European nation and another is as wide as between 
Christians of the same derivations; Israel’s melting pot may be smaller, 
but it has more diverse ingredients than ever went into America’s. 
Further, all the Western Jews are engaged in a cultural clash with their 
Near Eastern co-religionists culturally akin to the neighboring Arabs 
within Palestine. The West, with characteristics that Patai considers non- 
familial, nonpersonal, nonaesthetie and secular, as compared to the familial, 
personal, aesthetic and religious characteristics of the East, is winning in 
Israel—as it seems to be, though less speedily, in the surrounding Moslem 
countries. Only surely in the aesthetic, and possibly in the religious, fields 
do Oriental influences seem likely to be permanent in Israel. 

This booklet is tantalizingly brief. It gives the barest outline of a 
situation which should fascinate all social and psychological scientists. 
Israel is not only a nation which the honor and interest of the West demand 
be preserved; it is a social and psychological laboratory the like of which 
may never be seen again. 


Science and Human Values. [Ly J. Broxowski. 94 pages. Cloth. Mess- 
ner. New York. 1956. Price $3.00. 


Bronowski writes a thoughtful and contemplative essay on the results 
of modern science, the responsibility of scientists for them and the place 
of science in the world. In three brief chapters he discusses the creative 
mind, the habit of truth and the sense of human dignity. Science, he holds, 
is not justly to be blamed for abuses of its achievements. He ‘disputes 
the prejudice of the humanist who takes his science sourly.”” He thinks the 
problem of the power of science for good and for evil is not that of the 
“psychiatrist” but that of the “civilized man.” He formulates an ethic 
and an ideal for science. “Dissent is the mark of freedom, as originality 
is the mark of independence of mind. ...1 have been developing an ethic 
for science which derives directly from its own activity. ... Independence 
and originality, dissent and freedom and tolerance: such are the first needs 
of science ; and these are the values which, of itself, it demands and forms.” 
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The Dreyfus Case. By Guy CHAPMAN. 400 pages with index, eight ap- 
pendices, bibliography and illustrations. Cloth. Reynal. New York. 
1955. Price $5.00. 

Guy Chapman’s account of the most famous and most scandalous mis- 
carriage of justice in modern history—at least until Hitler rose to power 

is a readable, scholarly study by a historian who wrote the book while 
doing research for a larger history of the French Third Republic. It is 

an important book at present, not only for its content, but because of a 

revival of popular interest in Dreyfus’ ordeal brought about by a motion 

picture version of the case. Chapman’s version cuts through much general 
misconception of the incident. Dreyfus appears, at the start, to have been 
the innocent victim of a mistake by fellow-officers, not of a conspiracy. 

He was a logical victim because he was a vain, boasiful and unpopular, 

if highly intelligent, officer, not because he was a Jew. Chapman says, 

“Amti-semitism no doubt existed, but it cannot be shown to have played 

a dominant part in the arrest and trial of Dreyfus.’’ This issue was com- 

plicated later by agitators who were already anti-Semitic, who seized upon 

the Dreyfus case as an excuse for an uproar, and who fought bitterly 
to have his conviction sustained. 

The great flare-up of French anti-Semitism, which eventually was 
aroused, is, of course, a matter of great psychiatric as well as sociological 
interest, as are the personalities of the traitor Esterhazy, the brilliant 
opportunist Zola, and that extraordinary figure, Henry, tamperer with 
false evidence and eventual suicide. Professor Chapman's carefully-rea- 
soned, well-documented book is of value to anybody interested in the 


social or psychological sciences. 


Dali. A study of his life and work. Text by A. ReyNotps Morsr and 
special appreciation by Micne. Tapiét. 96 pages with 94 black and 
white illustrations; and 17 color plates with special captions by Sai 
vapoR Dai. Hard eovers (145¢x1334”). New York Graphic Society. 
Greenwich, Conn. 1958. Price $15.00. 

Salvador Dali’s art and the life of sensational showmanship he has 
devoted to that art are of considerable concern to the psychiatrist, as 
well as to the artist and art critic. This sumptuous and splendidly illus 
trated volume is a gift book—whether for the person interested profes 
sionally in Dali’s personality or for the student of art. Printed in Italy, 
with color plates printed in France, and with a cover illustration composed 
of the artist’s photograph under the gaze of a single paranoiae eve, the 
volume is a splendid piece of book design. 


» 


In 30 years of art, Dali has reflected his own changing interests and 


the changes of our age. He has produced conventional portraiture ; paint- 


ings that the nonspecialist in art criticism might consider pure classie- 
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ism; cubistic and surrealistic works, sometimes reflecting a savage out- 
look on the world; and, most recently, a series of remarkable religious 
paintings which seem to combine modernism and modern symbolism in 
a treatment clearly derived from the Renaissance. 

Both Tapié’s appreciation and Morse’s biographical and descriptive 
material are short; but they both convey enough for fascinating specula- 
tion as to how much of Dali’s showmanship is principally acting and how 
much has powerful unconscious motivations. Tapié remarks: “Consciously 
or unconsciously, everything in Dali’s work and behavior... is ambiguity, 
paradox and crosseurrent.” He quotes Dali himself, commenting on a 
change of style and interest in a literary work called The Cucholds of 
Old-Hat Modern Art, as saying that “...my limp watches and the articles 
which appeared in Minotaur before the war were dazzling forerunners of 
a crisis of conscience. Dynamic matter was about to change the Dali of 
psychoanalysis into the Dali of nuclear physics.” In one of his illuminat- 
ing comments on the eolor plates in the present volume, Dali says of his 
subject, a basket of bread: “The structural tensions reach their last limits. 
After this will come the corpuscular explosion of the bread.” 

Another painting, he says, is the “realization of an hyper-irrational and 
cannibalistic desire of being able to eat the back of my nurse.”” And he 
remarks that his recent Sacrament of the Last Supper is “tounded on the 
paranoiac sublimity of the number twelve.” This reverent religious picture 
was painted a year after he had produced a whirlpool of symbols he called 
The Maximum Speed of Raphael’s Madonna, “a didactic image of the 
dynamic futurism of the madness of cosmic uncertainties, contained in 
the face of Raphael...” The extraordinary Young Virgin Auto-Sodom- 
ized by her own Chastity is a product of the same recent period. 

In Dali's world three young women are holding up the “skins” of an 
orchestra; a skull sodomizes a grand piano in a work of grisly humor; 
a grossly distorted hydrocephalic head is a “cranial harp”; his wife watches 
her own nude body turn into a flight of stairs. During an important part 
of his life, Dali referred to his work as “paranoiae critical’; the reviewer 
thinks that this book would incline many psychiatrists to agree with him. 


The Late Uncle Max. By Mary Firr. 192 pages. Cloth. British Book 


Centre. New York. Maedonald. London. 1957. Price $2.75. 


The scene of this murder mystery is a remote island in the Kastern 
Mediterranean, which the author calls ‘‘Acanthos.” The story is a run-of- 
the-mill who-dun-it, with very ordinary characters, and nothing extraor- 
dinary in the way of suspense. Island customs and rituals might be of 
some anthropological interest, but as a whole this is not one of the author’s 
best efforts. 
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Psychoendocrinology. By Max Reiss, M.D., D.Se. 208 pages including 
index. Bound. Grune & Stratton. New York and London. 1958. Price 
$7.00. 

This is a report of a symposium in which an attempt is made to bring 
together the views and results of clinicians and pure research workers con- 
cerned with the psychoneuro-endocrine interpretation. The major emphasis 
is on the thyroid, adrenal and sex glands, their functioning and abnormal 
states, and the results of treatment with the extracts from these glands. 
One feels that this study is another valuable link in the analysis of mental 
disease pathogenesis. 


On the Early Development of Mind. By Epwarp Gover. XI and 483 
pages. Cloth. International Universities Press. New York. 1956. Price 
$7.50. 

This first volume of writings by Dr. Glover is on a theme generally con- 
sidered to be obscure—the title states it clearly. The book is the author's 
collection of selected papers, and the theoretical approach and the material 
are the author’s with his personal bias. The author covers a great many 
topics, in which the central theme seems to return to early development. 
Some of the topics are the significance of the mouth in psychoanalysis, 
drug addiction, and character development. The material on the position 
of psychoanalysis in Britain, and the last three chapters, dealing with re- 
search methods, indications and frontiers of psychoanalysis, are especially 
good. 

This volume requires a basic understanding of psychoanalysis, but the 
reader versed in the area will find the book a rather good single course 
of psychoanalytic information. 


The Way and Its Power. A study of the Tao T'é Ching and Its Place 
in Chinese Thought. By ArrHUR WaLEy. 262 pages including index. 
Paper. Grove. New York. 1958. Price $1.75. 


A tao is a road, or figuratively a way of life. The T’ao T'é Ching is one 
of the great works which has framed the way of lite and way of thought 
of China. It is also a book which the modern scholar, in East or West, 
ordinarily interprets according to modern, or perhaps medieval, standards. 
This, of course, is the usual fate of the text of religion or philosophy 
interpretation in a_ historically later setting than that in which it was 
written. Waley, however, has attempted to translate the Tao T'é Chiny 
and interpret it in its original ancient sense—which concerned govern- 
ment and conduct of society more than the inner life of the individual. 
With inereasing scientific interest in Oriental thought, this book is to be 
recommended for the light it casts on the ancient sources of Eastern 
thinking. 
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The Journal of Jean Laffite. 153 pages. Cloth. Vantage. New York. 
1958. Price $3.50. 

The Journal of Jean Laffite purports to be not a journal, but reminis- 
cences set down in his old age with the aid of private records, by the 
privateer who helped Andrew Jackson win the battle of New Orleans. The 
“journal” tells of Laffite’s birth in Santo Domingo, his bringing up by 
his family to be a privateer and his rise to power as ruler of a privateer 
empire and admiral of a large fleet of heavily armed private war vessels. 
It is denied over and over again that he was ever a pirate. The account 
says, ““My vessels were victorious in every battle on the coasts of Louisana, 
in the south of the Gulf, on the open sea and throughout all the large 
islands of the West Indies, the little Virgin Islands, and the northern 
coast of South America.” 

His ships, the “journal” says, all had letters of marque from the new 
republics of Latin America which were then fighting for independence 
from Spain. Foreed to flee from Santo Domingo by the rebellion which 
resulted in founding the Negro republic of Haiti, Laffite—the narrative 
continues—shifted his headquarters to the mainland and spent his middle 
age and old age chiefly in the United States. The “journal” relates that 
he was inspired all his life by the Declaration ot Independence and the 
United States Constitution and that all his fighting was in the cause of 
liberty. 

The account describes the city Laffite endeavored to establish at the 
present site of Galveston, then in Mexico as a “commune.” It is a matter 
of history that the United States toreed him to abandon it, and that he 
disappeared thereafter. The “journal” relates, however, that he then re- 
tired incognito with an enormous fortune. What it says he did with some 
of this wealth is too fantastic to report in a review why spoil the book 
for the reader? 

This book is, at the least, an interesting reconstruction of the feelings 
and doings of a man to whom history has not granted his desserts. If it 
is authentic, it provides much material for study of the surface motivations 
of adventurers. The “journal,” written in French, is said to have remained 
unpublished at the author's direction to keep it secret for 107 years after 
his death, which appears to have taken place in 1850. 


The Italian Wife. by Emyr Humpureys. 228 pages. Cloth. MeGraw- 
Hill. New York. 1958. Price $3.75. 

A young Welsh writer attempts to describe the triangle: elderly father, 

young second wife, adult son from father’s first marriage. The young’ 


wife, after a disappointment with the husband, falls in love with the son. 


The reviewer thinks that the author has no eift for describine psychological 
z . a) 


phenomena, and he considers the novel a total flop. 
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BINZLEY AND METTLER ARE NEW QUARTERLY EDITORS 

Richard F. Binzley, M.D., assistant commissioner of the New York 
State Department of Mental Hygiene, and Fred A. Mettler, M.D., pro- 
fessor of anatomy at the College of Physicians and Surgeons, Columbia 
University, have joined the editorial board of THE PsyCHIATRIC QUARTERLY 
and THe PsycHiaTric QUARTERLY SurpLEMENT. The appointments were 
made by the editor, Newton Bigelow, M.D. Dr. Binzley is head of the 
Division of In-Patient Services of the Mental Hygiene Department. Dr. 
Mettler has been director of research for the Mental Hygiene Department, 
was director of the New York State Brain Research Project, and was 
chairman of the Research Conference Group (Psvchosurgery) of the 
National Institute of Mental Health. 

Dr. Binzley had been director of Syracuse Psychopathic (now Psychiat- 
ric) Hospital for two years when he became assistant commissioner of 
the Mental Hygiene Department in 1954. He has been with the state 
hospital service for 25 years. Born in New Brighton, Pa., in 1903, he was 
garduated from Geneva College, Beaver Falls, Pa., in 1926, and from the 
medical school of Western Reserve University in 1930. He served a resi- 
deney and internship at Grasslands Hospital, Valhalla, N. Y., then joined 
the staff of Pilgrim State Hospital in 1933. He was associate director 
at Pilgrim when he was appointed director at Syracuse in 1952. 

Dr. Sinzley's home is at Marev N.Y.) State Hospital, where his wife, 
Constance Barwise, M.D., is assistant director (clinical); the Binzleys 
have one son. Besides his professional affairs, Dr. Binzley has a wide range 
of interests, from history and much other reading to vachting and the 
raising of show dogs. He is certified in both psychiatry and neurology by 
the American Board of Psychiatry and Neurology, is a fellow of the 
American Psychiatric Association and the American Medical Association, 
and a member of other professional organizations. 

Dr. Mettler has been active as a writer and editor in the fields of psy- 
chiatry and neurology, as well as anatomy. He has directed, or has been 
associated in the direction of, much investigation into lobotomy, topectomy 
and other psychosurgical procedures, including the Columbia-Greystone 
Park researches. He is author, co-author or editor of several books and 
numerous shorter articles in this field. He is also interested in medico-legal 
problems, in group psychotherapy, and in work for mental hygiene. He 
has published more than 150 scientific articles, including a number in this 
journal. His more general interests cover a wide range of social sciences 


other than medicine, and besides membership in the usual medical associa- 


tions, he is a member of numerous societies in related fields. 
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Dr. Mettler was graduated from Clark University in 1929; and he re- 
ceived a Ph.D. in anatomy from Cornell in 1933 and his medical degree 
from the University of Georgia in 1937. He taught at St. Louis, Georgia, 
Rutgers, Harvard and Rochester universities before going to Columbia. 
Dr. Mettler is married and has two children. 
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NEW YORK MENTAL HEALTH BOOKLET ISSUED 

A new illustrated booklet to meet the public demand for information 
on the state’s mental health program was issued early in July by the New 
York State Department of Mental Hygiene. It covers community, insti- 
tutional and research services, and shows how they are designed to meet 
the mental health needs of the state. The booklet, called Design for Mental 
Health, is illustrated with photographs and drawings. Single copies may 
be obtained without charge from the Office of Mental Health Education 
and Information, Department of Mental Hygiene, 217 Lark Street, Albany, 
mv 
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HARRY J. WORTHING, M.D., PILGRIM DIRECTOR, DIES AT 70 

Harry J. Worthing, M.D., head of Pilgrim (N.Y.) State Hospital for 
more than 20 years, died of a heart attack at his home at the hospital on 
July 22, 1958. He had observed his seventieth birthday on April 14. 

Dr. Worthing was transferred from superintendent of Willard State 
Hospital to superintendent of Pilgrim in 1937, and remained head of that 
institution, with his title changed to director, until his death. At his death, 
Pilgrim was believed to be the largest mental institution in the United 
States, with more than 14,000 patients in the hospital and over 1,800 more 
on its books, possibly the largest mental hospital in the world. In his 
years at Pilgrim, Dr. Worthing was instrumental in introducing electric 
shock therapy into American mental hospital practice and in widening 


the use of psychosurgery. A graduate in medicine of Syracuse University, 
Dr. Worthing, besides heading Willard State Hospital, had served at St. 
Lawrence and Harlem Valley before going to Pilgrim. He was a psy- 
chiatrist in the army medical corps during World War I. Dr. Worthing 
was a life fellow of the American Psychiatrie Association and was active 
in other professional organizations. 
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ORTHOPSYCHIATRISTS TO MEET IN SAN FRANCISCO 
The first West Coast meeting of the American Orthopsychiatrie Associa- 
tion will be conducted at the Sheraton Palace Hotel in San Francisco from 
March 30 through April 1, 1959. It will be the thirty-sixth annual meet- 
ing of the organization. 
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BENZION LIBER, M.D., DEAD AT 8&8 

Benzion Liber, M.D., professor emeritus of psychiatry at New York 
Polyelinie Hospital, and a practising physician in New York since 1904, 
died from a heart attack suffered in his automobile on June 6, 1958. He 
was 83 years old. Dr. Liber was stricken while driving with his wife from 
Brooklyn to his home in Manhattan. He was able to bring his car to a 
stop at the side of the street. Born in Rumania, Dr. Liber received his 
medical degree from the University of Vienna and did postgraduate work 
in psychiatry in Paris. Most of his professional work in America, aside 
from his private practice, was in the field of public health. He was widely 
known as the author of a number of books for the general public on psy- 
chiatry and mental health. 





WORLD MENTAL HEALTH YEAR PLANNED FOR 1960 

Plans for a World Mental Health Year for 1960 have been announced 
by the World Federation for Mental Health. It will be sponsored by 
108 mental health and professional organizations in 43 countries. The 
American Psychiatrie Association, the American Orthopsychiatrie Associa- 
tion, the American Psychoanalytie Association, and 26 other professional 
and mental health groups in this country will support the program in 
this country as members of the world federation. 
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MUSIC REHABILITATION CENTER ORGANIZED 

A music rehabilitation center for adult out-patients receiving psychi- 
atric treatment will be established in New York City, it is announced by 
the Musicians Emergency Fund. The center is to offer musie therapy, 
and it will draw therapists from the nearly 100 professional musicians 
who are now employed in the hospital program of the Musicians Emer- 
gency Fund and its hospitalized veterans’ service. Donald M. Carmichael, 
M.D., director of Aftercare Clinies of the New York State Department 
of Mental Hygiene, is chairman of a professional advisory committee for 
the project. 
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CHARLES ENGLANDER, M.D., DIES AT 67 


Charles Englander, M.D., psychiatrist and formerly associate professor 
at the Neuropsychiatric Institute of the College of Physicians and Sur- 
geons, Columbia University, died of a heart attack at Cedar Grove, N. J. 
on July 14, 1958. He collapsed while he was examining patients at Over- 
brook Hospital, the Essex County mental institution at Cedar Grove. He 
had been chief pathologist there for 25 years. 
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HORNEY CLINIC NAMES HOTT MEDICAL DIRECTOR 
Louis R. Hott, M.D., a member of the faculties of the American In- 
stitute for Psychoanalysis and of the department of psychiatry at the New 
York University-Bellevue Medical Center, was named medical director 
and chairman of the medical board of the Karen Horney Clinie on July 
21, 1958. The clinic is a center to provide psychoanalytic treatment free 
or at a low cost. Dr. Hott succeeds Dr. Paul Lussheimer as medical director. 





MARION HILLIARD, M.D., DIES AT 56 
Marion Hilliard, M.D., chief of obstetrics and gynecology at Women’s 
College Hospital, Toronto, and the author of A Woman Doctor Looks at 
Love and Life, died at the hospital on July 15, 1958. Because of her béok, 
Dr. Hilliard was widely known in psychiatric circles and was also con- 
sidered Canada’s best-known woman doctor. She was a past president 
of the Federation of Canadian Medical Women. 





HOFHEIMER PRIZE ANNOUNCEMENT MADE 

John I. Nurnberger, M.D., chairman of the Hofheimer Prize Board, has 
asked this journal to call attention to its next award at the annual meet- 
ing of the American Psychiatrie Association in April 1959. Entries should 
be submitted before February 15, 1959 with eight reprints or duplicated 
copies of each entry. The annual prize is $1,500 for an outstanding re- 
search contribution published within three years of the date of the award 
by citizens of the United States or Canada who were 40 years old or less 
at the time the study was submitted for publication; or the prize may 
be awarded to a research group whose median age did not exceed 40. 
Entries should be sent to Dr. Nurnberger, with the necessary data on age 
and citizenship, at 1100 West Michigan Street, Indianapolis 7, Indiana. 





MARY BREW, M.D., DIES 

Mary Brew, M.D., staff psychiatrist at Syracuse Psychopathic (now 
Psychiatric) Hospital for many years, died in University Hospital, Syr- 
acuse, on May 19, 1958. Dr. Brew, a graduate in medicine of Cornell in 
1920, was assistant director at the Syracuse hospital in 1950, when she 
became acting director, a position she held for some time. She had been 
professor of psychiatric medicine at the State Medical College at Syr 
acuse and was a member of the American Psvchiatrie Association and 


other professional organizations. 
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MENTAL HEALTH REPORT SHOWS NEW TRENDS 

Trends toward the open hospital and toward increased psychiatric serv- 
ices in general hospitals are shown in the annual report of the National 
Association for Mental Health. The report, issued in June 1958, notes 
that the open hospital method is spreading throughout the United States 
and that hundreds of general hospitals are now admitting mental patients 
for full psychiatric treatment. The report also notes that not a single state 
has yet attained adequate doctors, nurses or social workers to cope with 
the mental health problem. 


——— SS 


ERRATUM 

A misplaced correction line on page 387 of the April 1958 PsycHiaTRic 
QUARTERLY led to the garbling of a quotation from Alfred Adler in the 
“Communication” from Hans L. Ansbacher, Ph.D., ““Fetishism: An Adler- 
ian Interpretation.” Line 8 of page 387—as it appears in the April issue 
—was intended to be a correction for line 6, where the word “mislead” 
should be “misled.” For the benefit of readers who may wish to correct 
their copies, line 8 should read: 


for him” (Adler, p. 424), and by other factors. Nagler’s case 


THE QUARTERLY regrets the error (which the editorial readers failed to 


detect in checking the corrections of the final proof) and the consequent 
embarrassment to Dr. Ansbacher, who was not at fault. 
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A RORSCHACH TRAINING 
MANUAL 


By 
JAMES A. BRUSSEL, M. D., KENNETH S. HITCH, 
and 


ZYGMUNT A. PIOTROWSKI, Ph.D. 


With Color Illustrations of the Rorschach Cards 
Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ proviously 
untitled manual of the Rorschach method comprises the 
articles, “An Introduction to Rorschach Psychodiagnostics” 
by Dr. Brussel and Mr. Hitch, and “A Rorschach Com- 
pendium” by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use, was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again - completely revised in July 1950. Dr. Piotrowski’s 
-““Rorschach Compendium” was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 75 cents to $1.00 has been necessitated 
by the increased costs of book production. 





86 pages and color illustrations Paper 1950 


Price $1.00 


STATE HOSPITALS PRESS Utica, N. Y. 















































A PSYCHIATRIC WORD BOOK 


A Lexicon of Psychiatric and Psychoanalytic Terms—for Students of 
Medicine and Nursing, and Psychiatric Social Workers 
By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Seventh Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 


semi-flexible, cloth binding 
PRICE $2.25 


From Reviews of Seventh Edition— 
This very useful and convenient pocket-size lexicon . . . will be found to 
contain all the terms . . . that any one is likely to need who reads psychiatric 
literature or speaks the language. —American Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 


Rorschach terms and short biographical notices. 
—American Journal of Orthopsychiatry 


STATE HOSPITALS PRESS Utica, N. Y. 


























SOCIAL AND BIOLOGICAL ASPECTS 
OF MENTAL DISEASE 


By 
BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 


Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 


for the psychiatrist, the biologist, the sociologist and the statistician. 


Clothbound 1940 360 pages with index 


PRICE $3.25 
STATE HOSPITALS PRESS Utica, N. Y. 





























BACK NUMBERS WANTED 


Copies of a number of back issues of THE 
PSYCHIATRIC QUARTERLY and SUPPLEMENT 
are needed to complete sets. 


Copies of any or all of those listed here— 
unmarked and in good condition— will be 
accepted by The State Hospitals Press, Utica, 


N. Y. on the exchange terms stated below. 


THE PSYCHIATRIC QUARTERLY 


Volumes 1 through 9 inclusive—ALL ISSUES 


April, 1938 Vol. 12, No. 
January, 1942 Vol. 16, No. 
January, 1943 Vol. 17, No. 
April, 1943 Vol. 17, No. 
July, 1943 Vol. 17, No. 
October, 1943 Vol. 17, No. 
January, 1944 Vol. 18, No. 
April, 1944 Vol. 18, No. 
April, 1945 Vol. 19, No. 


July, 1945 Vol. 19, No. 
January, 1946 Vol. 20, No. 
April, 1946 Vol. 20, No. 
January, 1947 Vol. 21, No. 
April, 1947 Vol. 21, No. 
July, 1947 Vol. 21, No. 
April, 1948 Vol. 22, No. < 
January, 1952 Vol. 22, No. < 


January, 1956 Vol. 30, No. 
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THE PSYCHIATRIC QUARTERLY SUPPLEMENT 


1956 Vol. 30, Part 1 
1957 Vol. 31, Part 1 


For each copy accepted, this journal will 
enter or extend a current subscription to the 
sender—on the basis of one new issue for 


each old issue accepted. 


STATE HOSPITALS PRESS Utica, N. Y. 
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